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Executive summary 
 
Medical anthropology aims to explore understandings of health and illness and the way people 
respond to episodes of illness in a specific context or community. The field of applied medical 
anthropology takes a practical approach, and aims to make such knowledge available for medical 
professionals in order to facilitate their daily interaction with patients, but also, ideally, to increase 
the appropriateness and effectiveness of their medical services in the researched settings. 
The current report is the result of an applied medical anthropological research with the aim to 
increase understanding of traditional health perceptions and health seeking behaviour of the 
Muony-Jang or Jieng population, to most of us better known under the name of Dinka1. The 
research focussed specifically on the Dinka population in and around Agok, in the Abyei 
Administrative Area (AAA), the majority of which are the Dinka Ngok people, recognised as the 
official residents of this area. This means that the finding of this research accounts solely for the 
situation of the Dinka Ngok population in this area and the findings cannot be extrapolated to 
other Dinka tribes and subtribes, or Dinka Ngok residing in other areas, without additional 
research.  
 
Research topic.   
In the Agok project, MSF has identified a general need of additional knowledge on traditional 
practices and perceptions around reproductive and maternal health, on the perception of 
malnutrition in children and on issues related to surgical interventions.  
With regards to reproductive and maternal health, the research looks into cultural issues connected 
to home delivery, family planning, low use of ANC services and the high number of (very low) 
haemoglobin levels in women and children.  On the topic of malnutrition, the research focussed on 
the possible causes for the high number of defaulting in the ATFC and ITFC. A minor part of the 
research looked into surgical issues. The main questions centred on the low number of trauma 
patients and treatment of fractures in the surgical department.  
 
Summary of the findings.  
Social and cultural context. 
The Dinka´s traditional social and cultural system is highly adapted to the harsh living conditions of 
the Dinka homeland in South Sudan. The traditional system has strong values of equality and built in 
coping mechanisms that have been able to maximize survival chances of the population also in 
difficult times. The war and the ongoing instability in the Abyei Area has led to a severe 
impoverishment of the Dinka Ngok and the situation is ongoing due to the fact that they can still not 
                                                          
1 Muony-Jang or jieng is the name used by the population itself. The name Dinka is said to be a result of a 
misunderstanding of early explorers. They aksed a local population after the name of their tribe. They then 
answerred with giving them the name of their chief ´Ding Kak´. This name, written incorrectly, then stuck as 
their ´tribe name´. Other non-Jieng local populations often have their own names for the Jieng (Harragin & 
Chol 1998). To not complicate matters to much, I will use the term ´Dinka´ in this report.    
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return to their own lands. In a sense the Dinka Ngok have been harder hit than other Dinka tribes, 
due to the specific circumstances in the Abyei Area.  
They have been relying not only on a less diversified mode of existence, one which relied heavily on 
their key position in (cattle) trade between the north and the south of Sudan (now Sudan and South 
Sudan) as well as international trade. Apart from the high loss of cattle, it is also the loss of the 
related trade activities to Sudan and the larger region that has affected the Dinka Ngok. On top of 
that, contrary to the other Dinka tribes in the area, they have not been able to move back to their 
official homelands. 
Apart from all the general problems faced by a displaced population living in a insecure area, the 
situation, of displacement and a loss of cattle stock and cattle trading activities, has also had a serious 
impact on the social and cultural foundation of the Dinka Ngok society: that of marriage with bride 
payment (based on cattle), through which a vast network of reciprocal obligations of sharing 
resources is build. A network of obligations through which one can claim support when needed. That 
women, as brides for whom the payment is made, take a key position in this system also means that 
when the system is weakened, they are the first to experience the negative effects. A direct 
implication is that it becomes more difficult for women to marry. A secondary effect is that they 
marry under circumstances that can no longer guarantee them the support of their agnatic kin during 
the whole of their married life. It is in the struggle of the elder generation to keep the traditional 
system functioning under the current conditions that make this practically impossible, that young 
mothers and their children are the first who lose out.  It is striking that the crumbling system is failing 
particularly for those groups that are traditionally understood to be the most vulnerable:  pregnant 
women and children. 
 
Perceptions of health and illness and acceptability of MSF health care services. 
In the Agok setting traditional health beliefs and biomedical explanations of ill health co-exist, as well 
as traditional and bio-medical treatment options. Which explanation or treatment is taken into 
consideration for a certain illness episode depends on a variety of factors. It depends on the sort of 
condition, the length of the illness episode, and the perceived severity of the condition as well as on 
the acceptability of the care available, previous experiences with care, and on practicalities such as 
availability, affordability and accessibility of care. Traditional methods are used by the population in 
the Agok setting. However, for child health issues there is a clear tendency amongst the mothers to 
prioritize biomedical care when this is available.  For fracture treatment however, there is a 
preference to use the services of a traditional bonesetter family. Some traditional approaches can 
support the biomedical treatment, mainly in the sense of offering the patient psychosocial support.  
It has become clear that some MSF health services are not well understood, and that 
misunderstandings between patients and MSF medical staff cause frustrations on both sides. Many of 
the patients are just not (yet) very familiar with the biomedical system.  Much can be done through 
clearer communication, health education and expectation management. Knowledge of the local 
health beliefs will help the MSF staff to understand what messages might be difficult to understand, 
and how these can be brought across in a culturally acceptable manner.  
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It is also clear that some services are not acceptable for cultural reasons. Blood donations and the 
current approach to family planning are a clear example of this. It will be important to take note of 
these cultural issues and try to offer the care in a way that accepts cultural norms when possible, 
while continuing to explain the reasons for these interventions, the way they work and the effect they 
are likely to have on the patient´s health situation. This might be frustrating and lead to situations 
where MSF cannot offer the quality of care they feel is needed. Still, perception on such care will 
change over time when people make positive experiences. Such changes will go fastest when MSF 
takes culturally sensitive issues into account and is willing to have a respectful and open discussions 
on these. 
Some traditional healers are an important and reliable health resource for the local population. 
Sometimes they offer care that complements MSF services, sometimes they offer similar care of good 
quality, which the population prefers over MSF health services. Such resource will remain once MSF 
leaves and it is therefore important that such resource are maintained. Cooperation with well-
respected traditional healers can help to increase trust in MSF health services, can increase 
acceptability of MSF care and can also help to raise the quality of care for patients, whether they 
choose to come to MSF or to go to the traditional healer.  
 
Maternal and child health. 
Dinka traditionally perceive pregnant women and children to be particularly vulnerable. They are in 
need of special care and attention and should be prioritized when it comes to food. They should eat 
before the others. In the current situation of the breakdown of the social system women are no 
longer receiving the extra care and attention they need during their pregnancies. Often no help is 
given at all and no additional food is available for them. In times of upheaval and insecurity, mothers 
suffer the most. Also in Agok. The scattered families, the breakdown of family systems and lack of 
food resources burdens many women with the sole responsibilities for the survival of their family. 
Their possibilities to seek health care are limited due to time constraints, access and support issues 
and due to priority given to the well-being of their children over their own health. Often they 
perceive their own poor health as a result of the hard living conditions and as such do not think it can 
be treated. Anaemia under women, resulting from these harsh living conditions in combination with 
pregnancies and poor nutrition, starts off a cycle of substandard health for both the women and their 
children. Therefore a stronger focus on the mother´s condition, whilst taking into account the 
traditional concept of vulnerability,  will have a positive effect on both maternal and child-health.   
Cultural issues play a role in women´s health seeking behaviour, but are not a reasons why women 
would not accept other (biomedical) care when it is available to them. Culture is flexible, and ways 
can be found to combine cultural practices with hospital care. In general, hospital care is accepted as 
a category by itself. It is mostly accepted that care is delivered in a different way.  If MSF wants to 
reach more women with their health care activities, focus should be on lowering access barriers, 
increase communication on the kind of care that is offered, for who this care is offered and when 
women should come. Some cultural practices can be taken into account with regards to the way in 
which care is provided as to increase its acceptability.  
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Malnutrition.  
The prioritization of children when it comes to food is also important in order to understand cultural 
perceptions on child malnutrition. According to the Dinka cultural beliefs, when a child is 
malnourished, but other family members are not, a family has failed to adhere to a basic Dinka value. 
In such cases a malnourished child reflects very badly on the family as a whole, but within families 
the mother is held to be responsible and is supposed to make her child healthy again. With the 
crumbling of the family support system, women have less opportunity to get the support they need 
for their children. The MSF nutrition programs are accepted and used by the women as a resource for 
their children´s health even when this would not make their families happy due to the public 
exposure of their child´s condition.  
However, defaulting from the Therapeutic Feeding Centres showed to have both cultural as well as 
practical causes. Women recognized malnutrition in children as the result of a lack of food when the 
children showed to be ´too´ thin2, but oedema or a protruding belly were perceived as the child being 
sick. Women who would be admitted to the ITFC would perceive their children as sick, a status 
confirmed to them by the medical staff. They therefore insisted that the child needed treatment in 
order to recover. Defaulting from the ITFC coincided in majority with the end of the treatment with 
pharmaceutical drugs, as to them this indicates the end of the illness episode. Therapeutic feeding 
was not accepted as part of the treatment, as it was understood as ´food´ and as the health that at 
this stage in the treatment would transfer the responsibility for the child´s health from the medical 
staff to the mother. According to the local perception this then defined their children as malnourished 
-which they were – and as such exposed the women as bad mothers to their children. The majority of 
mother´s therefore either accepted this transfer of responsibility unwillingly or refused, which than 
lead to their departure from the feeding centre.  When medication was no longer provided, there was 
also a practical matter that made women decide to take the child home:  they need to go home in 
order to look after her other children.  
 
Main recommendations. 
General issues 
Positive resources: 
 There are positive cultural values in Dinka society that serve to protect and support those 
who are most vulnerable to ill health. Some have been affected due to the long term 
instability. Still, within the MSF care facilities, such values can be used to promote health and 
make MSF care more effective. These values relate to:  the vulnerability of pregnant women 
and their need for special care and attention, the obligation to share food with relative and 
the related shame to a family when a direct relative or child suffers or dies because of lack of 
                                                          
2    The women used the indication ´too thin´ or ´too weak´ to indicate that they perceived the child to be 
malnourished. They used the word ´weak´ to indicate that the child´s condition worried them, where 
according to biomedical standards these children were already malnourished. From this it appears that a 
certain level of malnutrition was judged acceptable by these Dinka women, whilst indicating that these 
children are in need of extra care.  
 8 
food, traditional methods of birth spacing, and functional (and much respected) local health 
resources 
 
Health understanding and health seeking behaviour: 
 It is important to realise that the Dinka Ngok population in Agok has had little exposure to 
biomedical medicine. Respondents often displayed confused about the services that MSF 
provides and how the MSF care/cure works. This includes pharmaceutical drugs, services for 
maternal health and procedures around a hospital birth– for who and as of when-, surgical 
interventions and blood transfusions. They will need time and mainly positive experiences 
with this kind of care and cure in order to become familiar with it and gain trust in it.  Such a 
process is slow and is likely to hamper caregiving according to MSF standards for some time 
to come. Changes in this will happen over time, via mouth to mouth campaigning of patients 
who had positive experiences.    
 Traditional interventions do not always have a negative impact on bio-medical treatment. 
Some such interventions can offer patients psycho-social support. In such cases it is advisable 
to respect these treatment choices and to create situations in which the patients can profit of 
both the traditional with the bio-medical treatment. It is important to have a good 
understanding of the use and limitations of local resources. Accept them for what they are 
and what they can and cannot do and keep on passing messages on possible negative effects 
of (parts of ) such traditional care to patients where needed.   But accept that people will try 
every system available in order to regain health.  
 Traditional or local resources will be used when other care is not accessible. Issues on 
transportation and access to hospital facilities are a constant concern and should get more 
attention. Issues raised were the inaccessibility of services during the rainy season, the lack of 
family support to reach care facilities and lack of means and finances for transportation. 
What can MSF do to increase accessibility of its care?  
 
 
Acceptability of MSF care 
Pharmaceutical drugs: 
 Many of the patients and caregivers are not very well informed on the way biomedical drugs 
function, how they should be used, when to expect results and how improvement of the 
patient´s condition can be recognised. This causes many misunderstandings and frustration 
both on the side of the patients as well as on the side of the MSF medical staff. Extensive 
health education could help to increase this knowledge and could be done both as group 
educations as well as during individual consultations. 
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Blood donations:  
 In order to improve acceptability of blood donations, it is important to take time to inform 
the patients, caregivers, and potential donors on all the procedures involved and to find out 
what questions, concerns and objections they have. Were possible visualisation materials 
should be used to clarify the procedures. 
 It will also be helpful to prioritize young male relatives for blood donation whenever this is 
possible. When young children are concerned, it appears to be acceptable to ask their 
mothers for donation, but be aware that they might need to ask their husbands and this may 
take some time. With regards to the need of proper food for the renewal of the blood, a 
donor could be given a ´donor food ration´ to support this, as cookies are not understood to 
be ´foods that build up the blood´. 
 
Traditional resources 
 It will be worthwhile to make further inquiries into the patient´s motivation regarding the 
choice for treatment from the bone-setter versus treatment from MSF. When possible, some 
kind of exchange with the bone-setter could improve trust in MSF services, as the bonesetter 
is a much respected and broadly used. At the same time, such an exchange can improve the 
care given to the patients in the bonesetter´s compound when it facilitates 
exchanges/discussion on complicated fractures and improve referral in critical situations. 
 
Maternal health, ANC, delivery care 
Pregnancy: 
 Complications during pregnancies: It can be relevant to the project to make further inquiries 
on into traditional beliefs around spontaneous bleeding in the first trimester as this was 
believed to have a supernatural cause and could only be remedied by communication with 
the spiritual world. This could keep women from seeking care at MSF 
 Education on proper food for pregnant women. Substantial changes in culturally dietary 
habits have led to a lack of (knowledge on) proper nutrition for pregnant women. MSF can 
provide education on this, explore local food resources and see what kind of nutritious food 
are available and affordable as alternatives and give women advice on possible new 
strategies to look after their own (and their children´s) health. 
 
ANC:  
 There is a lack of clarity around many of the MSF maternal health services that are offered. 
More communication is needed on the ANC services: When can women come for the ANC 
services and for who is this service available? How is the care organised? Visual support will 
be helpful as many women are illiterate.  
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 Special communication is needed on the topics of how the care is organised, who provides 
which care (division between nurses and doctors) and when will a ´khawaja´ -foreign- doctor 
be involved. Currently only care given by the foreign doctors is perceived as appropriate care.  
 ANC care should be available from early in the pregnancy. Currently ANC is now offered only 
from the fourth month. Women feel that this is too late. Apparently this is due to a lack of 
pregnancy test in order to confirm if the women is indeed pregnant and is subsequently 
turned away in the first term? 
 
Hospital delivery: 
 More communication is also needed concerning hospital deliveries. As also here are many 
confusions. Especially around the issues of which women are eligible for hospital delivery, 
when can they come to the hospital, and what are the delivery procedures?  
 A women should preferably deliver her first child in her mother´s house. Currently many 
women live away from their families or lack their families support and more open to 
supported deliveries in the hospital. MSF can do much in order to make this a good option for 
these women:  
1. MSF can consider to work with the local understanding of vulnerability of pregnant 
women. MSF could try to bridge the gap between the biomedical understanding of ´sick´ 
and the cultural understanding of ´weak´ by accommodating pregnant women who 
present themselves with a need for ´recovery´, but do not show any bio-medical signs of 
ill health. To accept such women despite the lack of medical indication, can lower the 
barrier to MSF health services. With this MSF can gain their trust for ANC attendance and 
hospital delivery. Turning them away might create unneeded negative experience and 
might make women hesitant to return for other care. It can also be a good opportunity to 
reach out to women with psychosocial care.   
2. An extension of the above is to create a ´waiting tukul´ for women who are about to 
deliver. Women who make it to the hospital in time have mostly made real efforts to do 
so and these efforts should be taken at face value.  MSF could consider to use this period 
to  build trust and familiarity with its services, to inform and educate them, instead of 
turning women away. It can also provide a good starting point for mental health care 
activities.   If they are send away, it is possible that they will not return or speak 
negatively of this experience.  
 C-sections: even when C-sections are accepted as a emergency intervention, for cultural 
acceptability it can be important to maintain a conservative approach on such invasive 
interventions whenever possible. Regional staff appear very sensitive to this and their advice 
could be sought in case of doubt. 
 Concerning birth procedures, it will be good to consider that women are unfamiliar and 
uncomfortable with a ´delivery-with-the-legs-up´ as traditionally deliveries are done while in 
a squatting position. Can a hospital delivery include the option of the squatting position 
when no complications are expected? 
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 As MSF wishes to further increase the number of ANC attendance and hospital deliveries, it 
might be helpful to re-evaluate the co-operation with the Geems, as they do have access to a 
large number of women in reproductive age who MSF is currently not reaching and who are 
in need of health education and of information on how the services MSF is offering for them. 
Be aware of the limitations of the work of a Geem! 
 Practical constraints that hinder access to health facilities should get more attention.  The 
ANC attendance could be used to address possible hurdles a women might have to access the 
hospital once the birth is starting. Inviting women to consider this might help them to 
prepare for birth, consider possible solutions or hospital delivery in advance. She could come 
up with their own ´delivery plan´. Women who have difficulties with access could be 
encouraged to come to the hospital early. Space should be available for these women to wait 
for the birth. Waiting time could be used to make them familiar with birth procedures. 
 
Family planning and birth control 
 Education or information on birth control issues should avoid the use of the term ´family 
planning´. Education could lean on the concept of traditional birth spacing: a two year period 
of breastfeeding, during which the mother resides in the house of her own mother most of 
the time (especially when it concerns the first child), which includes a taboo on sexual 
intercourse between the partners. Medically seen this period serves as a recovery period for 
the mother and a good start in life for the child. This can be the basis for a discussion on a 
possible extension of the birth spacing period.  
 Due to the high number of very young women who are pregnant and the high risks related to 
early pregnancies MSF could consider to  do sexual education (including birth control) on 
schools (or find a local partner to do this). Only recently young girls are increasingly enrolled 
in education, which increases unobserved contact with boys. Mothers name this as the main 
reason for current pregnancies amongst girls. They point out that young boys impregnate the 
girls, while not having the resources or intention to marrying the mother. Apart from the 
medical implications for the young mothers, it also causes social frictions between the 
families involved.   
 
Child malnutrition 
 At the ITFC women need to receive education AND coaching on how to feed their children 
with therapeutic milk.  
 Address therapeutic feeding at the ITFC as ´body building foods´ or ´power food´ and give 
more education on what this food does for the child. 
 MSF should use the period of admittance in the feeding centre to increases its education on 
the relationship between food and sickness and spend more time with the women on 
discussing ´power foods´ for children. Education on these issues is currently fully missing.  
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 Take women serious when their motivation to leave the ITFC is related to care of other 
children at home. A longer absence of the mother from the household can indeed have a 
negative impact on the health of the other children. Try and see if there are other possible 
individual solutions to continue the program.  
 Further inquiry could be done in the motivation of women to default from the ATFC. Which 
role does the family play? Which role does public exposure of malnutrition play? To what 
extend do women use the ATFC attendance to pressure for family support? 
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A life in times of upheaval – The story of a young Dinka mother  
In my life, when I was young, I was living with my mother and my father, with all parents. And then my 
mother got sick. At that time I was 5 years old, and I was living in Twic, in a place called Riou. The reason 
why we were in Riou was because of the war. In Riou there was no war. 
I lived with my mother and father and I had 1 sister, I am the first born, my sister was the second born, she 
was then 2 years old. Then, my mother got sick.  
We had our own house, my father was having another wife, the big wife. My mother is the second wife. 
And when my mother got sick, she left us in the house and she was going to her mother´s house. She went 
there and then she died. I was living in our house with my sister and my father was living in my 
stepmother´s house. When my mother went to her mother´s house and passed away, my father, he did 
not even go there. She died there, and they did all the rituals for her death there.  
After that my grandmother came and collected me with my sister and we went to stay with my 
grandmother. When I was 12 years and my sister was 9 years, my father came and he collected us. He 
brought us to his house, because he had already paid the dowry. When he married my mother he paid 20 
cows to my mother´s family, and afterwards, after my mother died, he paid another 12 cows, which means 
we, my sister and I, we now belong to his family. So he collects us, and he brings us back and that is how 
we came to Agok in 2002. 
So now we lived with our father and our stepmother. Then my father died 2004. My father got sick and he 
died. He passed away here in Agok. He left me and my sister with my stepmother.  
So we stayed here with my stepmother and my grandmother would come and visit us and she could give 
us what she has. And then again my sister passed away in 2005, and I remain alone. She was vomiting and 
she had blood diarrhoea and there was no clinic here. Yeh.... and then she passed away. Then my 
grandmother and my uncle they come and visit us here for the funeral. And afterwards I stay with my 
stepmother.  
And then when I wanted to go to the school, my grandmother tries to pay money for the school fees and 
for the clothes. My stepmother did not try to give me anything. I studied in Turalai, I visited the primary 
school there, up to primary 7 and then my stepmother went to talk to my grandmother, that she wants to 
take me here to Agok again. And my grandmother said: ´You can take her, because her father has already 
paid the cows, so this is your child and you can take it´. So my stepmother takes me back here to Agok, 
and that is where I stayed. And then I met my husband and I get pregnant in 2007.  
There was no agreement between my family and my husband´s family.  
Why? I did not feel comfortable in my stepmother’s family home. And my grandmother did not want to 
pay anything anymore for me, but my stepmother had wanted her to pay for my expenses. So my 
stepmother did not take me back to school and I stay like this. Nothing happens. So then I thought I should 
better find a man to collect me and to be responsible for me, because I have nobody to take care of me. So 
I look for a man and this men did not agree against it, but he also did not pay cows for me.  So I feel sad, 
because my stepmother tells me ‘your mother was married and you now, you have been made pregnant 
and your husband did not pay cows to us, so you do not belong to this man’.  So they did not allow me to 
live with him, I had to stay with them  
So I stay here from 2007, when I was pregnant, till 2012, without getting pregnant again.   
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During that time I look again for my husband, but the family refuses when my husband tries to give me 
something. They refuse: ‘You do not take your husband’s things, you must live with us here’, even when 
they were not give me something. They refuse to give me something, but they told me you will eat, you 
will drink water and you sleep, but we will not give to you again. So I stay with them till 2012.  
But then I thought to meet with my husband again, because I told them: ´you, you do not want to take me 
back to school and I have an interest now to go back to school. And you, you do not want me to stay with 
my husband, I just stay with you like that. So, I will think to go back to my husband if you do not want to 
take me back to school´.  So then I met with my husband again and I get pregnant again. 
So I was pregnant and I was here and my husband was in Turalai. Then I went to Turalai, to my husband, 
but my situation got really bad. I lost weight and my child was not doing well. My husband and I we were 
not good together and I could not stay there. Then family of my husband negotiated with my family, about 
needing to take me back and give me support.  They came and take me back to Agok. And they told me:  
'now you are not going back to your husband’s house and you will be staying here. But when you deliver 
your child, nobody will take care of you because you repeat the mistake again'. 
I stay with them and when I see that I am near to delivery, I went to the forest, I cut the grass, make the 
small tukul.  At that time I was having some small money and I make this small tukul. And then when I 
have to give birth I go to the hospital. There, I deliver my small child, by myself, alone. I was not allowed to 
deliver in the house of my stepmother.  So I do it alone here, I stay alone and deliver myself and then I go 
back to my tukul.  
When my child was 4 months old, they came again and called me.  My uncles and my stepmother came 
again and sit we me and told me: ‘now, we do not want to do something good to you, but we want to talk 
to you. Now, you decide, do you want to stay or you want to go to your husband’s house? ´. I told them: 
´for me now, I do not want to go back. Because now my husband has two wives, but they are not staying 
with him. He did not even collect one, so I do not want to go back to my husband’s house, I want to stay 
here´.  ‘Ok´, they say, ’we will not chase you, but we will not give you something to support you. You will 
support yourself, until you get another men or until you go back to your husband’s home’.  
So now, we stay like that.  And with them, they are not supporting me, they give nothing. I am with my 
children now. So I go and collect something, for soap. But they give me food to eat. But for other things, 
something like clothes, shoes and whatever, they do not even support me. So I try what I can to do those 
things, by my own self. 
        Maria* – 23 years 
 
*name has been changed 
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Introduction 
 
In the introduction I will give an insight in the recent political history of the Abyei Administrative 
Area and its population and will introduce the MSF project activities in the area.  
 
 
 
 
 
 
 
 
 
 
 
 
Political situation 
Abyei Area – recent political history. 
The Abyei Area is historically seen as a bridge between the north and south of Sudan.  The Abyei Area 
covers 10,517.6 km2 of desert, farmland, and oil fields (and pipelines) located on the border between 
the Republic of Sudan and the Republic of South Sudan. Abyei is claimed by both sides and has been a 
source of conflict for over 50 years. Several attempt to solve this conflict have failed, however, 
resolving the status of the Abyei Area is understood as one of the essential steps the Republic of 
Sudan and the Republic of South Sudan need to take to ensure long-term peace in the region.  
Since 2004 the Abyei Area has a special administrative status, which has been laid down in by the 
Abyei protocol.3  The local administration is supported by the South Sudan Relief and Rehabilitation 
                                                          
3 The Protocol on the Resolution of the Abyei Conflict (Abyei Protocol) in the Comprehensive Peace 
Agreement (CPA). 
 16 
Commission (SSRRC) and the South Sudan National Police Services (SSNPS) and a selection of 
international organisations. However, the Abyei Area Administration (AAA) is weak and largely unable 
to perform administrative and governance functions.  A lack of funding and the overall political 
stagnation highly impacts the provision of public services for its population.4 
The future of the Abyei Area is to be decided upon by referendum by the residents of the Area.5 The 
Abyei protocol recognizes the AAA to be the official territory of the nine Dinka Ngok chiefdoms. 
Nonetheless, it is also recognized that the area is of vital importance for the Humr Misseriya (Arabic 
pastoralist), who use the area is part of their seasonal migration pattern. The protocol therefore 
states that in the solution for the Abyei Area, the Misseriya´s traditional rights to graze cattle and 
move across the territory of Abyei will need to be maintained.   
The referendum was postponed several times due to a disagreement between the government of 
Sudan and the representatives of southern Sudan (and since South Sudan´s independence in 2011, by 
the government of South Sudan) on the residential status of the Misseriya in Abyei Area, since as 
residents of AAA they should also be allowed to cast their ballot in the referendum. The last attempts 
were done in September 2012 and January 2013 and again did not result in an agreement.  
In their own attempt to enforce decisions on the Abyei Area, the nine Dinka Ngok chiefs unilaterally 
decided to move forward with the October 2013 referendum, excluding the Misseriya from the 
voting. The outcome of the referendum the Dinka Ngok was a 99% vote for inclusion in the Republic 
of South Sudan. The referendum outcome was not recognised; not by the Republic of Sudan, not by 
the Republic of South Sudan nor by the international community and essentially leaves the current 
administrative situation unchanged. 
 
Humr Misseriya and Dinka Ngok: from local interaction to north-south politics.   
The ancient struggle between the Dinka Ngok and the Misseriya in the AAA is typical for neighbouring 
societies in arid and semi-arid lands throughout the horn of Africa. These two societies have tried 
over considerable time to reconcile their mutual needs by sharing resources such as water and 
grazing lands and by negotiating their use according to their immediate priorities. The Dinka Ngok 
and Misseriya cattle movements are part of a much larger multi-tribal system of seasonal pasture 
allocation which also includes the Dinka Twic of Warrap state to the south and the Nuer from Unity 
state to the east. Whereas there have always been the occasional clashes between the different 
groups, in general they have succeeded to use the natural resources in an optimal way, while keeping 
the conflict to a minimum through repeated local negotiations. 6 
However, in more recent times, mainly the relations between the Misseriya and the Dinka Ngok have 
altered due to the new political realities. The local needs for access to grazing grounds and water 
                                                          
4 There is a UN peace keeping force on the ground, the United Nations Interim Security Force for Abyei Area 
(UNISFA) in order to enforce safety in the area.  
5 This is also laid down in the Abyei protocol of 2004.  
6 PACTA Land Use and Natural Resources Mapping Study in Abyei Area (2003):2 
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have become more debated due to climatological changes that have their impact in the areas yearly 
rainfall. At the same time the relationship between both groups have become tenser due to political 
rivalry around official involvement in the state structures and increased in involvement of both 
societies in the north-south conflict. Sudan has instrumentalised (and armed) the Misseriya in order 
to fight out national, now international,  politics on a local level, and the Southern Regional 
Government contented itself by letting the Dinka Ngok solve their own problems. This has led to a 
situation where every decision, every political appointment and every institution in Abyei Area came 
to bear the full weight of the Misseriya-Dinka Ngok, north-south, African-Arab dispute. 7 
 
Recent displacement of Dinka Ngok. 
In 2005, after a long period of internal and external displacement, as a result of the second civil war 
(1983 -2005), Dinka Ngok slowly started to return to their homelands in the Abyei Area. Their main 
area of habitation is located in the area north of the river Kiir and in and around the regional capital 
Abyei town. Unfortunately, the peace in the area was only of a short duration and the Dinka Ngok 
have since been forced to leave the area again on several occasions.   
Abyei town was almost completely destroyed in May 2008 when tensions escalated between the 
Sudan People´s Liberation Army / Movement (SPLA) and the Sudanese Army Force (SAF) after the 
Government of South Sudan appointed an administrator for the region, a move the Misseriya 
objected to. These clashes caused massive displacement of over 25.000 civilians. The Dinka Ngok fled 
south, over the river Kiir, and partly further south into Twic County of Warrap state.   
In May 2011 Sudan-backed militia and SAF troops invaded the Abyei area. Northern forces swept 
through the disputed area, destroying civilian property and flattening and burning whole villages and 
displacing the Dinka Ngok population from their traditional homeland. In April 2012 the area was 
bombed again.  
Early May 2013 the Dinka Ngok paramount Chief got killed in an ambush north of Abyei town by 
Misseriya militia, which brought the relationship between the Dinka Ngok and the Misseriya down to 
rock bottom. It was expected that the Dinka Ngok would try to return to the Abyei Area in large 
numbers at the end of the rainy season of 2013. There was fear that this would lead to a new 
eruption of violence with the start of the seasonal migration of the Misseriya, as their migration route 
leads south into the area around Abyei town. This has not happened, but neither have the Dinka 
Ngok started the expected massive movement back to the area around Abyei town.    
As a result the majority of the Dinka Ngok have not been able to live on their lands north of the river 
Kiir for the last 20 years. Many of the younger generation have grown up as IDP´s in northern or 
southern Sudan or as refugees in neighbouring countries.  
 
 
                                                          
7 Chapter 2 from ´Between swamp and a hard place´. DC Cole and R. Huntington (1997).  
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MSF in AAA 
MSF presence in the Abyei Administrative Area. 
MSF Switzerland is present in the Abyei Area since 2006. From August 2008, as a consequence of the 
total destruction of the town of Abyei, MSF Switzerland was forced to cancel the projects in Abyei 
town and decided to move south to set up base in Agok. Agok, which used to be a settlement of a few 
houses in the bush, is now a small town on the border of Abyei Administrative Area and Twic County.  
In this location the medical programme of MSF Switzerland in Agok offers primary and secondary 
health care, as well as emergency interventions to an estimated population of 100,000 people. Their 
services include in- and outpatient departments, with a strong focus on maternal and child health, 
which includes ante- and post-natal care, vaccinations, nutritional support, communicable disease 
intervention, trauma, surgical and referral services.  
MSF patient population. 
Due to their position on the southern border of the Abyei Area to Twic County, which is the northern 
part of Warrap State, the MSF patient population consists in large majority of local and displaced 
Dinka Ngok and local Dinka Twic. A much smaller number of patients are Dinka Rek patients from 
Bhar el Ghazal State, Dinka Ruweng patients coming from Unity state, and some Nuer of which most 
come from the area around the town of Rath Nybol (also Unity State), which is the MSF mobile Clinic 
location. 
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Research set-up 
 
 
Purpose of the anthropological study 
The research for this report was done in two parts. In a preparatory phase an extensive literature 
review was done to find information on the traditional health understandings and traditional health 
resources of the Dinka population in South Sudan (previously southern Sudan). The second phase of 
the project focussed specifically on the changes of these traditional understandings and resources 
over time, considering the impact of a decennial long civil war and ongoing instability in the area. 
Emphasis was put on the effects of such changes on maternal and child health. The data for this part 
of the research was collected during an eight weeks period spend in the MSF-CH project location in 
Agok (AAA) from the 23rd of October till the 23rd of December 2013. 
The purpose of the anthropological study was to shed light on a number of issues. There were some 
specific questions connected to maternal- and child- health. Amongst others, MSF had questions 
around cultural habits that may lead to a preference for home delivery. Also, it was noted that there is 
an unwillingness to make use of family planning (FP) methods and/or practising of safe sex.  The 
identified high number of extremely low haemoglobin levels in (pregnant) women and children in the 
project are challenging also due to the related problem of low acceptability of blood transfusion and 
low ANC attendance. With regards to nutrition MSF has found a higher than normal defaulting rate 
from the therapeutic feeding centres, which they feels could be related to the fact that ´malnutrition 
is not perceived as a disease in itself´8 by the local population. 
Another issue concerned the under-use of the MSF surgical facilities which raised questions on 
traditional perceptions and practices on surgical interventions, healing of wounds, fractures and 
internal injuries.    
 
Research objectives 
In order to increase the understanding of these issues and to improve the acceptability of the MSF 
health care were possible, the following research objectives were developed: 
 
Maternal and child health. 
Key objective:  
Increase knowledge and understanding of MSF project staff on local perceptions and practice on 
maternal and child health in order to maximize quality of care given to the MSF patients. 
 
Secondary objectives: 
1. Understand the impact of the long period of war and instability on practices and perceptions 
                                                          
8  MSF Terms of Reference document for Anthropological inquiry 
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of maternal and child health.   
2. Understand the impact of the long period of war and instability on traditional coping 
mechanisms with regards to maternal and child nutrition practices. 
3. Inquire into the acceptability of MSF maternal and child health care for the local Dinka 
population and specifically of the Dinka Ngok population.  
 
Surgical interventions. 
Key objective: 
Increase knowledge and understanding of MSF project staff on local resources on surgical 
interventions, healing of wounds, fractures and internal injuries.  
 
Secondary objectives: 
1. Provide insight on decision making processes around surgical interventions and fractures.  
2. Inquire into patient choices: When is there a preference for MSF services (and which services) 
and when for traditional resources (and which are those)? 
 
 
Methodology 
Data collection. 
For this research, qualitative data was collected through multiple ethnographic strategies. A total of 
fifty-eight individual interviews were conducted with patients and caregivers9.  Eleven individual 
interviews were held with MSF key national staff, regional and expatriate staff. Two focus group 
discussions (FGD) were held with caregivers in the MSF ATFC, one FGD was held with women coming 
for ANC services. Five additional group discussion were held at the ATFC and the two at the ANC 
location. Several visits were made to a traditional bone-setter (4) and to traditional birth attendants 
(2). Two home visits were made to women who had recently given birth. One meeting took place 
with a group of local female activists. I did one open interview with a local journalists who focussed 
on medical issues and consulted him for feedback on issues raised during the meeting with the Dinka 
chiefs. I did one open interview with a female national employee of the NGO ´Save the Children´.   
The information obtained in this way was complemented by observations and informal conversations. 
I did participant observation at an MSF meeting with five of the nine Dinka chiefs. I started most of 
the days as a participant observer during the morning ward rounds of the MSF MD´s at the ITFC or 
with the midwife rounds in the maternity. During these rounds I took notes and selected patients for 
the individual interviews and had informal conversations with MSF national staff nurses and nurse-
                                                          
9 In this document the term caregiver is used for mothers, other relatives, or acquaintances who accompany 
the patient in the hospital and are providing care additional to the care provided by medical personnel.  
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assistants of which I made short notes. During several visits to the market I looked at the availability 
and cost of food items. Divers informal and spontaneous conversations provided additional context 
information on daily life AAA.  
In-depth interviews were done using a semi-structured questionnaires with open questions. These 
were developed before arrival and adapted during my first week in the project based on discussion 
with MSF team members. Questionnaires on nutrition and maternal health were adapted again after 
the FGD´s. For the group discussions at the ATFC I used pictures of (unknown) children in different 
nutritional conditions. Women were asked to explain what they saw on the picture, and after an 
initial description, to address the child´s condition. A story telling exercise was done in order to find 
information on perception of malnourishment and on family issues that contributed to a child´s 
condition.  
In-depth individual interviews and group discussions where taped and afterwards transcribed. Notes 
that were taken during ward rounds were worked out afterwards, just as the information from 
informal conversations. All data was thematically coded and then sorted for qualitative analyses. 
 
Ethical considerations. 
Respondents were informed of the research purpose and verbally asked for consent for their 
participation. I did not ask for written consent as a large amount of the population is illiterate. In such 
cases asking for a written consent can raise mistrust and have a negative impact on the interview.  
 
Limitations. 
Translator: For communication with respondents I was highly depended on translators. As the 
research focussed on maternal and child health, I was advised by national staff to insist on a female 
translator. MSF only has one female translator and she could not be released full time 
A second female translator was found only in the third week but her level of English was not very 
high, which is likely to have had an impact on the details of the translations. She also had time 
restrictions, which had an impact on the time available for doing interviews.  
Access: Due to the security situation I was not allowed to leave the compound during the first two 
weeks. After that I could leave the compound, but movements stayed restricted. This made it difficult 
to make contacts outside of the MSF compound and restricted the visits I could make to traditional 
healers and village women. Doing research within a medical setting, were patients and caregivers 
have already been exposed to ´bio-medical´ diagnosis of their own or their children´s conditions 
makes it difficult to address issues of traditional health care. People are also often reluctant to answer 
on question around this topic as they are afraid to give ´wrong answers´, answers that might 
jeopardize the care they receive. This made the process of data collection challenging.  
Sensitive topics: The limited time available for this research limited the possibility to build up a trust 
relationship with respondents, which would have been needed to address issues around abortion and 
sexual and gender- based violence. These issues were touched upon in relation to family planning, 
but in-depth information could not be obtained. More information on this can be collected through  
staff members who will reside in the project for a longer period of time and is able to build up a 
relationship of trust and confidentiality; for example regional staff or long term national staff. This 
could be done by adding a mental health component to the project.  
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HIV and TB: There is a clear need in the project to have more information on the perception and 
beliefs around HIV and Aids and on TB. These topics were initially included in the Terms of Reference 
for this research. Together with the project team it was decided to exclude this topic from the current 
research, as it was felt the topic was too big for the time available and could not be combined with 
the many other questions to be answered.   
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Part 1: Context 
 
This part addresses traditional ways of living of the Dinka in the current Abyei 
Administrative Area in order to understand the impact war and ongoing instability has had 
on the Dinka livelihoods, social structures and coping mechanisms. After from giving a 
general insight in these structures and addressing the changes due to the ongoing 
displacement, I will specifically consider the position of women and children and how 
changes have affected them.   
 
Traditional ways  
Dinka Ngok in Abyei Administrative Area. 
The Dinka are considered as a separate ethnic group. They are subdivided into twenty four tribes, one 
of which are the Dinka Ngok. Each tribe is further divided into sub-tribes and then further into 
sections and sub-sections.  
The Abyei Administrative Area is officially recognized to be the land of the Nine Dinka Ngok subtribes, 
all headed by their own chief and are collectively represented by a Paramount chief. The area is 
divided into five Payams (districts): Rumamer, Alal, Abyei (also called Ameth Aguok), Tegelai and 
Mijak. Traditionally the nine Dinka Ngok sub-tribes are territorially divided over these payams and 
strongly identify with their geographical location.10 The largest sub-tribe, the Dinka Ngok Diil, are 
living in Rumamer Payam, south in the Abyei area, up to the border with Twic county.  The area of 
Alal Payam, west of Abyei town, is divided between three Dinka Ngok sub-tribes: the Abyor - which is 
the tribe that brings forth all the Dinka Ngok paramount chiefs- , the Achueng and the Anyiel.  Abyei 
or Ameth Aguok payam, the area around and east of Abyei town is home to the Bongo and the Alei 
sub-tribes. Tegelai payam, on the eastern border of Abyei Area is divided between the Achaak and the 
Mareng. Mijak payam, between Abyei and Rumamer payam is home to the Manyuar. Even when 
there is this strong territorial orientation, the area and its population are integrated into a much 
larger transhumance land use system.  
 
Dinka Ngok and the larger transhumance system.11 
In the arid and semi-arid lands of Sudan and South Sudan, the populations have evolved their own 
argo-pastoral production system in response to the natural conditions they live in. The people, their 
production system, their social and cultural traditions are all highly influenced by the extreme and 
harsh environment in which they live. The production system has been developed to be optimal 
                                                          
10 This is one of the reasons why the Dinka Ngok insist that they will eventually return to their official home 
territory and press for a structural solution for the AAA 
11 Summery chapter 2 and 3 from PACTA Land Use and Natural Resources Mapping Study in Abyei Area. 
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efficient in the use of the natural resources. Changes in this system will have a direct impact on the 
production outcome and the interlinked social and cultural traditions.   
Traditionally the Abyei Area, the area to the north of Abyei Area and the area of Twic County are 
interlinked in a seasonal pasture allocation livelihood system of the agro-pastoralist Dinka Ngok, 
Dinka Twic and Humr (a sub-clan of the Arabic Misseriya). The area can largely be divided into seven 
different section according to its (seasonal) use as represented in Map 1.  
 
 
Zone 1, 2 and 3 (north of the Abyei Area and part of the Republic of Sudan) are areas used by the 
Humr in their transhumance cattle herding. They are respectively wet season grazing land, the most 
used transitional area for the times in between the wet and dry season, and the normal dry season 
area for smaller Humr herds (up to 100 cattle).  Zone 4 was the area which used to be mainly 
occupied by the Dinka Ngok which they used for lesser transhumance movements, combined with 
cultivation activities. It was also the area use by Humr with larger cattle herds. Zone 5 is an area 
which is generally well watered every year and was considered as the dry season and emergency 
drought grazing reserve area of the Dinka Ngok and Twic and in cases of extreme drought also by the 
Humr.12  Zone 6 is the main farming area of the Dinka Twic around Turalai and Wunrok, with a variety 
of soil which can be planted with different crops during different seasons. Zone 7 is an area with 
                                                          
12 This area is currently not accessible to the Humr due to the political tensions between the Dinka and the 
Misseriya groups.  
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higher altitude and higher amount of rainfall and is the main cultivation area of the Dinka Ngok. 13  
The Allal swamp on the most southern part of this area was also used as emergency drought grazing 
area by all three groups, there is no information available on the current situation.  
This regional livelihood system did mean that there was a need of continuous interaction and 
negotiation between the three different groups. Access to land were continuously renegotiated on a 
local level according to the needs of all groups. Access to water or grazing lands was never denied due 
to the knowledge that such access was a basic need for survival for the populations involved. 
 
Current situation of land use in AAA. 
Due to the political developments the interaction with the Humr Misseriya is now practically non-
existent and marked by hostility and a tense security situation. As a consequence the Misseriya 
traditional migration routes southwards into the Abyei Administrative Area no longer crosses the river 
Kiir. Dinka Ngok have suffered several massive displacements and are now in majority residing south 
of the River Kiir – in Rumamer payam and in Twic County in Warrap State. This means that they have 
lost access to their main traditional cultivation lands and transhumance areas and are making an 
increased demand on the production system of the Dinka Twic.   
 
Dinka Ngok and Dinka Twic – livelihood systems and interaction.  
Most Dinka combine farming (mainly sorghum, maize, groundnut, sesame and some vegetables – 
pumpkin, okra, and greens) with animal husbandry and fishing.  However, animal husbandry, and 
particularly cattle, is the primary feature of the Dinka economy and the significance of cattle is much 
more than just economic value. Cattle is at the core of Dinka life, they are used to maintain social 
relations, religious values and it is the base of its general social and political structure.14  The 
traditional way of managing livestock is organised around regular and seasonal migration between 
cattle camps in toic (swampy areas) and baai (permanent settlements/villages) through which the 
utilisation of livestock products is maximized and the tension between animal husbandry and crop 
production minimized.15  
For the Dinka Twic the migration pattern is largely as follows: During the rainy season, from about 
July till October, the cattle will remain close to the Dinka homesteads, concentrated around Turalai 
and Wunrok, where they are partly used for animal traction in cultivation activities. After the harvest 
cattle can be herded on crop field and graze on stubble, which also fertilises the ground. From 
                                                          
13 The Dinka Ngok have not be able to use this area to the full extend over the last twenty years and access is 
currently very limited (see note 8). 
14 The names of men are often derived from the colours of oxen and the names of women from the colours of 
cows. Also, the names of social structures such as tribe, wut, also means ´cattle camp´ and clan, gol or 
dhien, also means ´cattle hearth´ which is an indication for the important position cattle occupies 
throughout all aspects of Dinka life (Deng 2002, p. 51).  
15 Deng 2002, p. 52. 
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November mainly young men and boys will move north with the cattle, to the semi-permanent 
swamps where they will stay till about March. Once the water gets scarce towards the end of the dry 
season, the cattle is brought south to the River Lol where there is permanent water.  
 
Map 2.  Agro-pastoral cycle of the Dinka Twic. 
 
The Dinka Ngok are traditionally slightly different from the other Dinka tribes. The largest part of 
their original homeland lies north of the River Kiir. This part lies in a semi-arid zone. Here the land has 
a slightly higher elevation, is known to be fertile and receives a better amount of rainfall then the 
areas further north or south (zone 4 and 7 on map 1). It can therefore sustain a year round crop 
production system. This has allowed the Dinka Ngok a more sedentary lifestyle, hence lesser 
transhumance movement. The Dinka Ngok did use to move north with their cattle during the wet-
season (July to September), but mainly for reasons of cattle health, avoiding biting flies, and not for 
the need of access to grazing grounds. Since 1983 the Dinka Ngok Dinka Ngok started to move with 
their cattle south of the River Kiir due to the deteriorating Dinka Ngok - Misseriya dynamics. This had 
a negative impact on cattle health, productivity and grazing.  
This more sedentary lifestyle also has a consequence for the way Dinka Ngok tend to identify 
themselves. Whereas most Dinka identify themselves based on lineage, the Dinka Ngok identify 
themselves mainly based on territory (the territorial division of the sub-tribes was described earlier in 
this section). Map 3 gives a rough overview of the way the nine Dinka Ngok sub-tribes are territorial 
defined. The larger of these sub-tribes are further divided into sections and sub-sections, and these 
too are associated with particular locations.   
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Dinka Ngok food and income resources. 
 
 
 
 
 
Due to the better conditions for combining cultivation and pastoralism in the AAA, the Dinka Ngok 
used to be able to rely heavily on their own crops and products from their livestock (mainly dairy 
products). Production surplus was used to obtain other foods through exchange or through traded on 
the market of Abyei town. This market has previously been in a key position for trade between the 
north and the south of Sudan, but also had high importance for local, regional as well an international 
trade.16  The international cattle trade (mainly with Kenya) in the Abyei market has been a major 
income resource for the Dinka Ngok.17  
Due to the war and the continuing instability the Abyei Area, the market has not been able to resume 
                                                          
16 UNDP PACTA 2003:15-17 
17 Hutton 2013:15 
 ´The situation has changed, because we are in the area of the conflict, the conflict started 
in 2008. Many people lost their life stock and now they have become vulnerable, because 
now they do not have any sources of livelihood. And also, the land they were given is not 
enough to cultivate even. To get good food is difficult for them. ´ (I:47) 
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its normal activity and is now only functioning on a very low scale.18 For the Dinka Ngok, this comes 
on top of the loss of access to their fertile cultivation lands and their traditional grazing grounds, 
which quite recently has led to a huge decrease in pastoralist activities of the Dinka Ngok. The large 
scale displacement of the Dinka Ngok also means that they are putting a heavy burden on the 
resources of the Dinka Twic in Twic County. It is due to intermarriage between the two tribes that the 
Dinka Twic are obliged to lend their support to their Dinka Ngok relatives and offer them access to 
their own lands and to share their resources with them. Some Dinka Twic respondents explained that 
there are tensions over this, but that the problem will be solved once the Dinka Ngok return to their 
own lands. However, it is not clear if this will become possible in the near future. It is similar for the 
Dinka Ngok Diil subtribe, who have traditionally lived in majority south of the River Kiir in the 
Rumamar Payam, which is the payam in which also Agok town is located and where many of the 
displaced Dinka Ngok have built their temporary settlement.  
Dinka Ngok were previously understood to be more ´modern´, to have a higher level of education and 
a higher level of subsistence (and wealth). This due to their fertile cultivation lands and their position 
between the north and the south which gave them their key role in cattle trade. Their wealth has 
allowed them to build strong obligation networks both within their own tribe as well as with their 
Dinka Twic neighbours as also with other Dinka neighbouring tribes. This strategy works very well for 
a certain period of time, but is not sustainable over a longer period of time when impoverishment 
becomes more structural and resource sharing too high of a burden and/or when  the prospect of 
reciprocity in the near future is low.19  
In a sense the Dinka Ngok have become more impoverished and have become more vulnerable, 
precisely because they have been more ´modern´ and were relying less on the high diversity of the 
traditional coping mechanisms (cultivation diversification, wild foods, fishing). Due to their 
displacement, they also do not have opportunities to build these mechanism up.  Instead the Dinka 
Ngok are trying to build up their herding activities again, but which is also a risky investment in the 
current situation.  
Cattle raiding has been the primary reason of loss of cattle for the Dinka Ngok, although raiding has 
been difficult to distinguish from more organised militia activity.20 A WFP assessment showed that 
45% of the Dinka Ngok were primarily cattle keepers prior to their 2011 displacement, but by June 
2011 this figure had dropped to 20%. Keeping cattle south of the river Kiir also has led to high 
livestock mortality while the area is less favourable to cattle health. Cattle trade has for the moment 
shifted to Anniet market in Agok, on a much lower level than previously on the Abyei market, but is 
reported to increase and might become a reliable source of income in the future again.21 Another 
                                                          
18  The Humr and Dinka Ngok have tried on several occasions to restore some of the north/south trade through 
so called ´peace markets´. This because, apart from trade, the market provided an important opportunity for 
conflict management and communications between the Dinka and the Humr on a local level.  
19  The obligation of unconditional sharing of resources exists only within the nuclear family. Within the 
extended family the obligation is understood as a ´debt´ that will need to be repaid (often with ´interest´) in 
the future. There is no obligation to share resources with non-relatives.   
20 Hutton 2013:14 
21 Hutton 2013:15 
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pillar they are relying on is that of (male) labour migration, but which means that families become 
scattered and which weakens the family structures.  
Another issue is that, due to their displacement, many Dinka Ngok have been leading a town or urban 
existence for a longer period of time. A large part of the younger generation was actually born in 
Khartoum, has grown up there, and has no experience with living in a rural setting and are not 
intending to go and live in their ´grandparents´ village.22 This makes that the majority of the Dinka 
Ngok are faced with a rapid weakening of their traditional safety nets and coping strategies that were 
part of the Dinka cultural and social structure.  
With regards to current food resources, Hutton found that most of the displaced people around Agok 
depended on food aid in 2013.23 Access to land in Twic county needs to be negotiated with the Dinka 
Twic, either through payment of rent, or by gaining access by way of family relationship.24  But many 
Dinka Ngok display a lack of interest in cultivating these lands, as these are not their own lands. The 
Dinka Ngok prefer to depend on relief food for the short term, and focus on a future in which they 
will be able to resume cultivation and herding on their own lands.25 However, access to relief food is 
said to be difficult for the more vulnerable people due to the travel needed to the distribution points. 
Production of sorghum, maize and sesame (simsim) has been below average. The availability of 
vegetables and stable grains on the Anniet market in Agok is low and the prices are high.26 
 
Traditional Dinka cultural and social structure. 
The Dinka traditional culture is vigorously patriarchal and polygamous. Its framework is build-up of 
tribes, sub-tribes and households interwoven with family and extended family connections.  One of 
the most important pillars of this framework is that of the redistribution and sharing of wealth to 
maximize survival of the whole group.  A Dinka saying is ´what is given circulates, and what is 
consumed is wasted´.27 This pattern of redistribution functions as a social safety net and is well rooted 
in their social relations (cieng), their notions of human dignity (dheeng) and their communal 
ownership of wealth. The Dinka social system aims to maintain equality between its members and is 
said to be amongst the most egalitarian of societies.28  
Even when in Dinka society there are social classes that are determined by wealth, there are no social 
barriers between them due to these strong principles of equality. In Dinka culture is not acceptable to 
                                                          
22 UNDP PACTA 2003:27 
23 Hutton 2013:13 
24 Intermarriage with Dinka Twic can be understood as a coping mechanism of the Dinka Ngok in order to gain 
access to these cultivation land according to Dinka culture.  
25 Hutton 2013:13 
26 Hutton 2013:14 
27 Deng 2002, p. 54. 
28
 Deng 2002, p.55 
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look down on the poor or to look up to the rich. However, those who are considered to be wealthier 
have a clear obligation to help others. The words used for ´rich´ also mean ´kind´, ´generous´ and 
´gentle´ which describes the way people are expected to behave towards others. 29 Issues of wealth 
or poverty should not be addressed openly and those who are doing well will go great lengths to 
cover this up. One respondent explained that even a son might not know exactly how many cattle his 
father owns.  
The foundation for this economic and social dynamic is largely determined and nurtured through 
marriage. The marriage of a daughter is seen not as an individual commitment to her future husband, 
but as a transaction that, by way of bride price, enriches the bride´s family with additional resources, 
primarily existing of cattle. These resources are then further distributed according to fixed rules in 
order to strengthen family bonds. Most of the bride wealth is shared within the core extended family 
unit and it is this unit which, through this redistribution of wealth, has the obligation to support and 
protect its members in times of adversity.   
Apart from strengthening the bonds within the core extended family unit, the bride payment also 
creates an alliance between the previously unrelated families of the bride and groom. The bride 
payment is brought together though the collective efforts from the groom, his family, his mother´s 
family and sometimes even, by friends. The exact mechanism of the payment can vary, depending on 
the backgrounds (or sub-tribes) of the families involved. To ensure that this alliance remains firm, 
payments can be staggered over many years and additional payments can be required for each child 
born inside this marriage. The bride´s family also has an obligation to make a payment in return, 
often not directly but due time, through which they conform the new relationship between the 
families and consolidate the social position of their daughter in the groom´s family. This confirmation 
of the alliance assure that throughout her marital life the woman´s agnatic kin will maintain an 
interest in her affairs and can come to her aid according to need. 30 
It can therefore be said that in Dinka society, marriage is an almost endless process of claims, counter 
claims, obligations and transfer of livestock between the groom´s and bride´s family and their 
extended families, and from there, reaches into the entire lineage and communities.31 It should 
therefore not be surprising that the word for ´marriage´ and ´relationship´ is the same: ruai. As Dinka 
culture is polygamous, wealthy men with many wives have built up a huge social network of 
structural alliances through marriage. These alliances with reciprocal obligations functions as a huge 
safety net in times of need.   
 
The position of women and children.32  
This centrality of marriage in the social framework of the Dinka has quite some consequences for the 
position of women in Dinka society. Whereas the relationship which is built between two families at 
                                                          
29 Deng 2002, p.55. 
30 Fitzgerald 2002, p. 14. 
31 Deng 2002, p. 56. 
32 Fitzgerald 2002, summary chapter 3. 
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marriage ascertains the young woman of family support all throughout her married life, Dinka 
women are also, to a large extend, hostage to the power structures based on the wealth exchange at 
marriage. For women this means that she cannot easily leave her husband, as it would mean that her 
family would be obliged to recollect the bride wealth from the network and return it to the groom´s 
family. A divorce would signify the breaking up of a carefully crafted networks of assistance and 
obligation, both within and outside the extended family.  A network that is deemed crucial to a 
family´s survival.  This also is a reason for the existence of the tradition of wife inheritance.  
Wife inheritance means that upon the death of her husband, a women will be ´inherited´ by a 
brother or other close relative of her husband. This system assures that the social network can be 
kept intact and the wife and the children - in a sense assets of the family - of the husband remain in 
the husband´s family even upon the death of a husband.  
Dinka men particularly aspire to owing many cattle, wives and children. In this setting women are 
held responsible for the welfare of the children and the household and will perform most of the daily 
chores, whereas the men herd the cattle, will fish and in the last decennials, waged war. The Dinka 
woman is not an authoritarian figure within the home, her cultural role is that of a kindly person who 
gives and receives love. She does not own property in the sense that she can control it. She can own a 
cow, but she cannot decide herself if or when to sell it. 
Girls are regarded as a source of wealth. They can traditionally be given in marriage after attaining 
puberty, although most of them will actually marry around the age of 17 years. In these, mostly 
arranged, marriages, the women will remain a member of her father´s lineage, but she and her 
children and her property are controlled by her husband and , in case of his death, her husband´s 
family.   A woman is commonly in the position of sharing her husband with other wives. Mostly each 
wife will have a household of her own, where she will live with her children, do some cultivation and 
keep some livestock.  
Wives who are less favoured by the husband can be penalized in the allocation of resources. In 
practise this means that a wife´s possessions, even if the woman has worked herself to acquire them, 
can be shared among the other wives at the husband´s discretion. When food becomes scares, a 
little-favoured woman can find that she is given far less to survive on than her co-wives.  In this 
cultural construction lies one of the main issues of the huge gender inequities between men and 
women, as women carry a lot of responsibilities but have very little influence in directing the 
outcome of their actions. 
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Consequences of war and instability on the cultural and social system   
 
The social and cultural frame described above ceases to function normally when family and clan 
members are dispersed and resources have become scarce. Property loss resulting from war, crop 
failure due to drought, flood and population displacement has impoverished the Dinka population. 
However, the main reason given for the breakdown in the social and cultural system is the loss of 
cattle. As describe earlier, for the Dinka cattle are central to the overall well-being of the community, 
enabling trade, the accumulation of wealth and resilience to change. Livestock can be traded in times 
of need to increase household income. But most important is that cattle stocks allow people to marry 
and it is through marriage that the safety web of social and economic obligations is created.  A web of 
familial obligations which can be called upon in times of need. It is through these networks that the 
Dinka Ngok were able to draw support from surrounding communities and which allowed them to 
settle in and around Agok.  
A lack of cattle stock has a direct impact on the obligation of wealth-sharing. The obligations are a 
huge burden on households and a continuous renewal of this commitment and the ongoing 
expansion of the network is needed to keep the system functioning. A lack of cattle either means that 
families will not be willing to marry their daughter of to somebody who cannot pay, which blocks the 
girl’s chances to start a family, or the family will give the daughter to the husband, but the families 
will not feel a strong obligations for resource sharing towards each other.   
Another aspect is that when scarcity persist over a longer period of time, this will lead to the increase 
of the use of communal asset sharing: families will, for example, start sharing custody of cattle 
through which they can hide individual cattle wealth. As it becomes less clear who owns which cattle, 
it becomes easier to evade claims for sharing and instead keep the resource that are there for own 
use.33  
In this way a lack of cows impairs the social and cultural system of the Dinka at its very foundation. 
Whereas this has an impact on the whole population, it seems that women and children are the once 
who are affected most directly.  
 
 
 
 
                                                          
33 Hutton 2013:16 
´If you have a cow, you can sell that cow away so that you can buy a uniform for your children 
and get some from the market, some sugar. You can get everything for the market with the 
money that you get from that. And also, if you have cows you can marry a woman who can 
produce children and you can also drink the milk that you get from that cow´. (I:39) 
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´ Now there is trouble with cows´: the impact of a breakdown of traditional systems on women and 
children.  
“Now there is trouble with cows, it is different from before: For some daughters the fathers and 
mothers they will refuse to take responsibility for their daughters because the father [of the child- ed.] 
did not pay any cows for the woman. The reason is the cattle raiding. All the cows were raided and 
now there is no cattle to give for the girl. So the parents can still give the woman to the husband and 
also the child, but the husband is responsible to take care of the child. It is not their responsibility as 
there is no agreement. The girl can then not ask her family for support. The family can come and visit 
their daughter, but they will not feel happy.” (I:23) 
 
“Some of the parents, like fathers, they say: ´I marry your mum with the cows, so I cannot give you for 
free to someone while I paid dowry to your mother´. So it seems like it is a replacement of what he 
has spent on the mother. The father will not take responsibility of the daughter and the child when he 
has not received the cows.  So you either get a husband who has cows, or you cannot be his wife. So it 
is a problem that the fathers especially are seeing.” (I:43) 
 
As Dinka still practice polygamy, it is this system which obliges the families to offer their daughter 
support where needed during all of her married life. A system which makes sure that women are not 
left to fend for themselves, during the times that  their husbands are residing with one of their other 
wives or when they find themselves in the position of being a less favoured wife.  The scarcity of 
resources (in this case: of cattle) makes women extremely vulnerable as it weakens that part of the 
system that functions as the woman´s main safety net.  
A more direct impact is that it influences the chances on marriages of women of marriageable and 
reproductive age, or forces them to marry under, for them, unfavourable conditions:   
 Fathers will be reluctant to let their daughters marry. The fathers have previously invested in 
a bride wealth in order to obtain a wife for themselves, and by doing this, have obliged 
themselves with their family (who have helped bringing the bride wealth together). Their 
daughter´s marriage now offers them the opportunity to distribute cattle amongst the family 
members (or, in more western terminology: to pay off a part of their debt). If a future 
husband will not be able to pay up, the father might well refuse the marriage.  
 A father might still give his daughter to the husband but as with the lack of payment no 
agreement has been reached on this between the families, the father will not feel an 
obligation to share his resources with his daughter when she is in need of support. The young 
mothers then loose the safety net for themselves and their children and contribute to a 
weakening of the network for their family. A marriage without cows, is not considered to be a 
marriage, the couple is perceived to be ´joking´ and not taken serious.  
 Pregnant women who´s ´husbands´ do not have resources for a bride payment, will have to 
stay with their own family and the child will be taken in charge by them. If in the end the 
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´husband´ will pay up, the daughter and the child can still go to him. 34 However, when this 
does not happen the woman and her child will be perceived as an extra burden in the 
household while she is not bringing in any resources.  
 Girls from impoverished families are forced into an early marriage, often too much elder 
men, so that the family may receive a bride payment for reasons of subsistence. As the bride 
wealth is in such cases often very low, it is not considered as a basis for mutual obligation. 
The bride cannot count on too much support.  
 
Many Dinka men want to maintain the habit of polygamy. The number of wives, and subsequently the 
number of children, can raise their status within the community. Often this also is related to social 
pressure. When their father had five wives, the son should also get five wives, but nowadays they lack 
the resources to provide for all the wives. This often creates a situation in which some of the women 
are neglected in their own and their children´s needs. When on top of that the women have ´married 
without cows´, women largely end up having to fend for themselves and their children. The rise in 
female headed households is directly related to the breakdown of the social system and leads to an 
increase of workload for women35, which again impairs their health and that of their children and also 
has an impact on their health seeking behaviour, as I will address later.     
Women and children also suffer from the scarcity as it decreases the obligation of sharing resources, 
or because impoverishment simply leads to a general depletion of resources and there is nothing to 
share. Even when an agreement had been settled between the families, relatives were not able to 
support the women. Responses along the line of ´The husband´s family has nothing to give´ or ´My 
parents cannot help,   they have nothing´ were given by many respondent as answers to questions 
concerning family support.  
 
A conflict between generations.  
This ´trouble with cow´ also symbolises a generation conflict. Several young men and women 
explained that their generation would have to make the changes in the tradition, but that their 
parents refused to do so, mainly with regards to the lowering of the bride payments. Younger women 
explained that ´Cows are not important. If you have a job and you have money, you can also pay  [the 
bride wealth]´  and ´Cows are not important, important is that the husband looks well after the wife´. 
They felt that it was not just a problem of a lack of cows, but that also the traditions were changing 
and that for the younger generation ´cows´ were just not that important.   
Still, most of them did insist that some kind of payment had to be made, either in cows or in money:  
                                                          
34 When a daughter is pregnant, but the boy cannot pay a bride price, the fathers might want to settle the 
issue by demanding a compensation payment in cattle (mostly three cows).  When the boy cannot pay up, he 
might be send to jail until the family gets the payment together. This is happening quite a lot when a young 
school going girl has become pregnant from a classmate.  
35 Fitzgerald 2002:31 
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“It is not because of the cows, life has changed. If you have cows, you can marry a girl and pay dowry. 
But now if you have money, you can also pay for your wife. But if you have no job and you are not 
paying the dowry and are not taking responsibility of your wife, it is not marriage, it is joking.  People 
will not feel happy.” (disG: 2) 
 
This situation is causing problems as for many of the young women, when the women would decide 
to move in with their husbands. Their ´husbands´ often not have a fixed income, and are often not 
able to take on a responsibility which was previously shared over both of the families. The women´s 
decision to live with their husbands nonetheless, without any payment, is often felt to be a show of 
severe disrespect towards their parents. Consequently, her parents would leave their daughters to 
solve her own problems. In some cases, the husband would have a job elsewhere, sometimes as a 
migrant worker, which mend that the young women was often found herself in a position of carrying 
sole responsibility for herself and her children.  
Young couples are said to sometimes refused to move to the village, preferring to ´stay around the 
market´ where they were able to buy the things they needed, and which they described as ´an easy 
life´. This contrary to the ´difficult life´ in the village of their grandparent. This insistence to live away 
from their families and take responsibility for themselves weakens the traditional coping mechanism 
ingrained in the Dinka social and cultural system. What has not changed for these women is that they 
are still not supposed to be asking actively for support, meaning that they often stayed without the 
help, because there was nobody around to see their needs.  
Unfortunately, whereas previously they would spend the first period of their marriage with their own 
mothers (often until some months or even up to a year after the birth of their first child),  living by 
themselves now often means that they miss out on mother to daughter knowledge transfer on 
childcare and child health issues. On top of that they lack support in child care and household 
activities and are expected to perform all daily tasks even during pregnancy. This puts a heavy burden 
on these women´s shoulders, which jeopardizes not just their own, but also their children´s health 
(see part 2).  
Nonetheless, women do not just stand by and accept the situation as it is. It did become clear that 
with this weakening of the family based support system, women more and more build up mutual 
support systems with other women. This became clear mainly from women who came to the hospital 
and needed to be admitted. Many of them relied on other women to look after the children at home, 
or, where possible, to have them inform a relative to come and collect her children for the period she 
herself or her child was admitted to the hospital. Out of sheer need, the women had started to fill the 
gaps of the crumbling traditional support structure.   
 
Conclusion. 
The traditional way of living was highly adapted to the hash living conditions of the Dinka. The social 
and cultural system, with its strong values and it’s built in coping mechanisms, has been able to 
maximize survival changes of the population also in difficult times. The war and the ongoing 
instability in the Abyei Area has led to an impoverishment of the Dinka Ngok and the situation is 
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ongoing due to the fact that they can still not return to their own lands. In a sense the Dinka Ngok 
have been harder hit them other Dinka tribes, as due to the specific circumstances in Abyei Area, they 
have been relying not only on a less diversified mode of existence, but also on a mode which relied 
heavily on their key position in trade, being on the crossroad between the north and the south of 
Sudan. Whereas the Dinka Ngok used to be better off than most other Dinka tribes, they have also 
lost more than the other tribes. Their system is crumbling down mainly because of the high loss of 
cattle with its related trade activities and due to a loss of access to their cultivation land.  
This has had a serious impact on the systems foundation: that of marriage with bride payment (based 
on cattle), through which a vast network of reciprocal obligations was build. A network of obligations 
through which one can claim support when needed. That women take a key position in this system 
also means that when the system is weakened, they are the first to experience the negative effects. A 
direct implication is that it becomes more difficult for women to marry, a secondary effect is that they 
marry under circumstances that can no longer guarantee them the support of their agnatic kin during 
their the whole of their married life. It is in the struggle of the elder generation to keep the traditional 
system functioning - by not giving their daughter to the husband until he can pay - that women and 
their children are the first who lose out.  
It is striking is that that the failing system has the most impact particularly for those groups that are 
traditionally understood to be most vulnerable:  pregnant women and children. How this impact on 
their health situation will be addressed in the next part.  
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Part 2: Health 
 
In this section I will look into traditional perceptions of ill health and traditional health resources 
and into the changes in these perceptions and resources. I will also look into perception and use of 
the bio-medical understandings and the acceptance of MSF health services. After that I will turn to 
explore this issues with regard to maternal and child health. 
 
Health understanding and health seeking behaviour 
In the traditional approach to ill health, the Dinka population was likely to first look into the questions 
where the sickness comes from, why it is happening and why it is happening now, in this particular 
moment. In other words: the circumstances under which the episode of ill-health presents itself 
offers the afflicted person keys to the cause of the episode of ill-health, which helps this person to 
identify what he/she is suffering from and, from this, leads the afflicted persons towards options for 
healing and/or curing. Therefore the same symptoms may lead to different kinds of treatment choices 
when they occur under different circumstances.  
Which treatments and health resources are taken into consideration in search of a remedy depends 
on a variety of factors. Traditional health beliefs (local disease aetiology), are actually only one of 
those factors. Social, cultural and religious norms (acceptability of care), previous experiences with 
the disease and with health resources, practicalities such as availability, affordability and accessibility 
of care, and local decision making practises are other important factors.36  
Smilde found that over the last 20 to 30 years traditional beliefs of the Dinka population37 have been 
complimented by ´western´ explanations for ill-health due to increased exposure to such explanation 
at clinics and hospitals. She found a co-existence of bio-medical and traditional explanations, but also 
found explanations that integrated elements of both traditional and ´western´ understandings.38   
With regards to the use of health-care facilities, Perner explains that, for a large part of the 
population in South Sudan, the ´western´ medical services that have been available have not been 
able to offer high quality of care. In those places where ´western´ health-care and medical services 
were introduced, the lack of medicines, lack of trained personal and lack of medical information has 
made it difficult for the concerned people to be convinced of the effectiveness of modern medicine.39 
Colvin et al find similar results with regards to experiences around child-health in government run 
clinics. According to them, caregivers often perceive the provision of care in government healthcare 
services to be insufficient and ineffective and the staff rude, uncaring and poorly trained. On top of 
                                                          
36 Long 2001, Colvin et al 2013 
37 She did her research among the Agar Dinka of the Rumbek County in Lakes State. 
38 Smilde 2010:32 
39 Perner 1994:5 
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that such inefficient and ineffective care-seeking is a burden to households. Such negative 
experiences are expected to have an impact on health seeking behaviour.40   
Other developments are said to promote health seeking in ´bio-medical facilities´. Smilde and Perner 
both point to ongoing Christianisation, which leads people to reject traditional health beliefs and 
healers – as it is being preached that powers of the devil are involved. Also, good experiences will be 
shared with others and will lead to a growing acceptance and confidence in the care offered and in a 
steady increase of the use of such facilities.41 
The research in Agok confirmed these finding. I found that in the MSF clinic both traditional health 
understandings and bio-medical explanations for illness were used in alternation, mostly depending 
on the duration of the condition and the way the condition developed while in hospital. Sometimes 
patient would opt to consult a traditional healer, after having been treated in the MSF hospital, some 
would come or return to the hospital after such consultations.  
MSF health care services were more appreciated then other bio-medical services in the vicinity. Trust 
in the quality and previous positive experiences with MSF and/or negative experiences at the other 
health facilities were found to be motivations for peoples to come to the MSF clinic.  
In the next section I will first give an overview of the traditional perspectives on health and illness of 
the Dinka in general, then I will give information on what I have found on traditional health resources 
and how they are currently used by the Dinka population in the MSF project location, including a 
section on surgical activities, and then go into detail on the perception of MSF care faculties. I will 
then turn to maternal and child health issues where I will combine traditional perception and 
acceptability of the MSF care for these patient populations.  
 
Traditional disease aetiology. 
According to the Dinka, Nhialic (God) has created a perfect world. Therefore everything that is bad 
and causes disruption must be ´men-made´, this also counts for sickness. Sickness is the consequence 
of mistakes or misconduct of people, which leads to a disruption in the relationship between humans 
themselves, between humans and ancestors, between humans and spirits or between humans and 
the natural environment – earth, rivers, trees, etc. Therefore it is important to find out under what 
circumstances the condition developed, so that the right intervention can be found to correct the 
situation. However, most causes of ill-health amongst the Dinka are understood to be the result of 
the intervention of (clan) divinities.42  
The Atyep – the spirits of the ancestors – are known to both protect and help their living 
relatives, as well as to punish them for wrong doings or for not adhering to the Dinka norms and 
                                                          
40 Colvin et al 2013:71 
41 Smilde 2010:34 and Perner 1994:18  
42 This information is a summery taken from the lierature review. More details can be read there. Also 
additional information can be found in De Marez 2009, Perner 1994, Harragin & Chol 1996, Liddell et al 
2005, Schwabe &Kuojok 1981).  
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values. Symptoms of illnesses related to the torn of the ancestors are mental illness or disturbances, 
headache or fever.  
The ´Jath´ and ´Jok´ – lower spirits or (clan) divinities and powers – are understood to be 
mediators of God who can also both help as well as harass or punish the living creatures.  A Jath is a 
divinity which often takes the form of an animal (mostly birds).  Each clan or lineage has one and will 
pray to them and give sacrifices at a family shrine. If this is not done regularly, they can be provoked 
and make you sick. Symptoms related to illness caused by a Jath are backache, stomach-ache, cramps, 
diarrhoea or loss of weight even with the consequence of death. Also possession by a Jath is possible 
making a person weak, often with diarrhoea and vomiting.  
Jok are powers related to nature, to rivers, lakes, mountains, trees or prominent places in the natural 
environment. These places should be treated with respect and generosity, or be avoided in order not 
to disturb these spirits. Jok are thought to be the cause of injuries and death caused by accidents in 
nature like falling out of a tree or drowning. Also floods can be understood as the wrath of a Jok.  
 
Apeth – witchcraft – are believed to cause illness out of jealousy or simply for the pleasure of 
causing harm. Witchcraft is performed by people, either because they are themselves a witch or 
because they are being used by lower-spirits.  Evil is performed mostly through the use of the ´evil 
eye´, but also through poisoning of water, and ´inserting´ objects in a person´s body causing that 
person pain. All kinds of unpleasant physical problems can be explained as a result of which craft. 
However, issues related to fertility, including impotency, are thought to be a preferred area for 
witchcraft.  
Nhial – literally means God – but here it refers to ´nature in its broadest sense. The sky, with 
its winds and weathers, with lightning and thunder, is understood as a sphere of instability and 
uncertainty. It is clearly not human, and it is too big to be attributed to single smaller spirits or 
powers. Epidemics are an example of sickness resulting from Nhial. It is thought to be inflicted on a 
tribe possibly as a punishment of widespread ancestral neglect, a failure to observe taboos or lack of 
social and moral conduct. Such situations appear to coincide with periods of social upheaval, 
disorder, or instability.  
 
Traditional healers – and how traditional healing and bio-medical care interact.   
Traditional healers are important in order to explain what the cause and meaning of the illness is. A 
healer can than advice on the kind of interventions that are needed and when needed, which power 
needs to be appeased in order to restore health.  Whereas some Dinka healers can advise on the 
interventions needed to appease the spiritual causes of the ill health, other traditional healers offer 
an intervention to treat the symptoms.  
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Tiet 
A Tiet – or magician – is a person most frequently consulted to find the cause of a health issues. A 
Tiet is said to be able to ´see´ the cause of the problem and advice accordingly and to be able to 
communicate between the afflicted person, the family and the divinity that causes the problem. A 
Tiet is even said to be able to remove objects out of a person´s body when the suffering is caused by 
witchcraft. Previous research concluded that the influence of the Tiet is diminishing probably due to 
the growing influence of Christianity. This does also seem to be the case in Agok as respondents 
mentioned that the Tiet are ´using powers of the devil´ and they should not be consulted. Still, I also 
found that in each community there are one or more Tiet´s still active, but that there are mainly 
consulted on initiative of elder women in relation to child health issues and mostly in families that are 
said to be more ´traditional´. The younger generation appears to be more critical towards the Tiet´s 
intervention. However, when a hospital treatment does not yield positive results quickly (enough), 
patients or caregivers were likely to follow the advice of elder female relatives and consult with a 
Tiet. However, the diminishing family support as it is experienced by many of the women also 
appears to bring down the number of such consultations.   
 
How the role of the Tiet is changing 
Before I was born my mother had been pregnant twice, but twice she had lost the baby. When my mother 
was pregnant of me, a tiet came to my parent’s house. She told my mother ‘you are pregnant of a boy and 
his name will be Madeng’. She said the Madeng spirit was in her. She also said: ´When the child is born 
don’t wash him, call me and I will come and I will take care of him’. This is what my mother did. When I 
was born, I was not washed for three days until the tiet came and she washed me. 
Then when I was circumcised, the tiet should have been called. But my mother did not call for her. Then 
during the circumcision there was bleeding and my mother decided to call for her. She came and performed 
some magic and then she send us to hospital.  
When I got married, my mother told me to inform the tiet and make sure she comes to perform magic. But 
I don´t belief in that. If she was so strong, how come her own children have died and that she could not 
protect them? And how come that she has become blind and could not prevent that from happening 
either?…. 
Still, when sometimes people in the hospital are really sick and they do not respond to any antibiotics, or 
an infection does not go away, then the patient as well as staff might not belief there is a medical cause. 
They might not belief this person will get better with just medication. Caregivers will take the child from 
the hospital to try something else. Then they take the child to the tiet in the village.  
    (I:5 –  male respondent, national staff, name has been changed) 
My child was having diarrhoea and I wanted to take it to the hospital. But my mother-in-law wanted to 
take the child to the tiet. I did not agree, but when I was not there she took it along. Then the tiet took out 
two canine. But the diarrhoea did not stop. Then I took it to the hospital for treatment.   
    (I:21 – male respondent ) 
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In the quotations above, it is mentioned that sometimes national staff would not accept a biomedical 
explanation if a patient´s health situation does not improve (fast enough). However, I have also 
witnessed the opposite. National staff took a rigorous stance against mothers who decided to leave 
the hospital to seek traditional treatment from a tiet for her child (often encouraged by an elder 
female relative). On two occasions the mother was reported as defaulting (and said to be stupid), 
whereas she had left all her belongings and was intending to return to the hospital to continue the 
treatment.  
Reasons and timing of seeking the intervention of a traditional healer will differ from case to case. 
When a women is advised to do so by an elder female relative it can be difficult for her to refuse her 
advice due to the respect she needs to show for this person. But often people will just try everything 
available to them to regain their health. Traditional intervention do not necessarily have negative 
impact on the bio-medical treatment, some such interventions can even be very important by 
offering emotional and psychological support to the patient or the family. Also, an explanation of the 
ill health within a traditional framework might make more sense to them and help them to deal with 
the situation. As such it is often better to show respect for the choice to include traditional medicine 
as a treatment option or illness explanation, and to create a situation in which the patient can profit 
from both the traditional and the bio-medical interventions. 
 
Ran wal 
The Ran Wal – the herbalists – have knowledge of the workings of wild plants. Whereas such 
knowledge is said to be high in general amongst the Dinka, the Ran Wal are thought to have more 
extensive knowledge then others. In my research I have not found much information on this topic. It 
is quite likely that people did not want to address such issue in the biomedical environment of the 
Agok hospital. Also, as I was not able to spend much time in the surrounding communities, there was 
no opportunity to find such persons.  
 
Atet 
The Atet  – are recognised as experts on (minor) surgery and/or bone setting. In earlier times the Atet 
would both treat humans and well as cattle, now days this appears to be mostly separate fields of 
expertise and most Atet are specialized in a certain area. Often knowledge is handed down from 
generation to generation within a family.  
Such is also the case with the Atet family that is part of the Agok community – the Row family. This 
family is specialized in bone setting and is well known in Agok and renowned for its skills. They also 
claim to have relatives who are working in Juba and Wau. In Agok, this family has three treatment 
sites, the bone setters are all brothers who have taken over the work of their father. It was explained 
to me that being a bone setter is a gift, that it is ´in their blood´ to be able to ´feel the problem of the 
bone´. The male children will start to work with their fathers or grandfathers as off an early age, and 
gradually get their own patients. Women can also have the gift, but in this family women were not 
allowed to practise bone setting.  
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The services are compensated with the payment of cattle. For normal fracture one cow suffices. 
According to the bone setter a bone will break again after 10 to 15 years when the patient ´forgets´ to 
pay. The patient will then have to come back and will then be in the opportunity to pay his/her debt.    
The treatment sites are small family compounds with additional tukuls where they accommodate and 
treat their patient over a period of several weeks. The exact length of the treatment depends on the 
kind of fracture. In Agok all compounds are located at about a ten minutes’ walk from the MSF 
hospital.  All brothers were treating patients during the time I was in Agok. One of them had formerly 
also been working as a medical assistant and was previously also running a small road side pharmacy 
(but was currently out of supply). His son, who was also treating he own patients when he was in 
Agok, spend most of his time doing a medical training in Nairobi.43 
Treatment procedure 
I was not able to witness an actual first treatment, however follow up treatments of the Agok 
bonesetter followed largely along the lines of treatment as described by Ariës et al. First the dressing 
was removed and the bonesetter would check the leg thoroughly. Then the bonesetter would a short 
pause during which he held the afflicted limp in traction.  Then a massage with warm water would 
follow after which an additional intervention would take place when needed. After this the limp 
would be dressed again and left to heal for two to three days. However, if the patient would report on 
a dream involving mobilisation of the afflicted part of the body, the bonesetter would directly check if 
the bones were still properly aligned, interpreting the dream as a communication from the body to 
the mind. 
 Checking the fracture 
 
                                                          
43 It was interesting to see how this traditional healer moved back and forth between his traditional 
occupation and ´western´ medicine and to observe that the next generation appeared to do the same. In a 
similar way, I also noticed that one of the midwife assistants in the hospital is a daughter of a traditional 
birth attendant. Both her mother and one of her sisters are still active as TBA´s. Her mother has received 
additional training by Goal, but saying that she has moved back to working in the traditional way only. 
Unfortunately there was no time to do a more indebt inquiry into the interaction between traditional 
knowledge and the bio-medical approach.  
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Traction of the limp 
 Applying the dressing 1 
 Applying the dressing 2 
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I was able to visit two of the compounds on several occasions, was shown around and allowed to 
speak with the patients that were at that moment ´admitted´ for treatment. On the second visit I 
brought two MSF medical doctors along. We were taken to see all four patient, allowed to examine 
the fractures and ask all questions we had on the nature of the fractures and treatment procedures. 
The patients were three younger children, of whom two with upper arm fractures and one with 
fracture of the thigh bone (two of them had fallen down a tree) and one adult with a lower leg 
fracture, which was the outcome of a motor bike accident. The accident had happened a few months 
before and had resulted in an open fracture. He had only recently come to the bone setter, the reason 
for this was not clear.  
The two MSF medical doctors concluded that even with the limited resources available, the bones 
had been properly set. The remaining wound from the motor bike accident was clean, and both 
wound and fracture appeared to be healing properly even though the leg had a minor deformity, 
which could have been the outcome of the delayed treatment. Procedures for recovery and 
subsequent remobilisation of the patient appeared to be well in order. It was however clear that the 
bone setter family lacked dressing materials and that they did  not use any kind of sedatives against 
the pain during the bone setting procedures of during the recovery period.  
During another visit I was allowed to witness the manoeuvring of a bone fragment remaining of a 
lower leg fracture, a procedure that was performed without sedation. The patient had previously 
come to MSF for diagnosis and then decided to leave in order to be treated by the bone setter 
(additional info: see box). I was then also taken along to see the treatment progress for the patient 
examined during the second visit. One patient (a boy with the upper arm fracture) had been 
´discharged´, the boy with the thigh fracture was walking around with support of a stick and the man 
with the lower leg fracture was mobile with help of two crutches. Both were being encourage to 
gradually put more weight on the afflicted leg.  
There is very little research done on the work of traditional bone setters. Most research focusses on 
treatment complications.44 One research done in Nigeria found that bone setter practice showed 
good results on closed fractures of the shaft of the Humerus, Ulna, Radius and Tibia, but poor 
outcomes for fractures around joints and on open-fractures.45  Two studies in northern Ghana found 
that the majority of patients rated the condition of the bone after treatment of the bonesetter as 
‘perfectly normal’46. In another study it was found that 94% of people interviewed preferred to 
present ´simple´ fractures to a bone-setter, and up to 54% still wanted also ´complicated´ fractures to 
be treated by a bone-setter47.  
                                                          
44 This concerns research from Lashari 1984, Van der Horst 1985, Onuminya et al. 1999, Museru&Mcharo 2002 
and Onuminya 2004 cited by Ariës et al 2007, p. 565. 
45 Onuminya 2004 as cited by Ariës et al 2007, p 565. 
46 Ballu, unpublished and Van der Horts 1985 cited by Ariës et al 2007, p 565. 
47 Ventevogel 1996 cited by Ariës et al 2007, p 565. 
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In a small qualitative study on 46 patients, Ariës at al. concluded that patients in Ghana made clear 
decisions on fracture treatment in a hospital or by a bone-setter48.  They found that both patients and 
bone setters were aware of the advantages of both biomedical and bone-setters´ decisions was 
guided by the severity of the fracture, the availability of a service, their financial status and past 
experiences. Treatment of the bone-setter was considered to be more personal and extensive (not 
only applying cast), more convenient, easier to be understood.  Ariës et al. conclude that fracture 
treatment can serve as a model for how respectful and efficient co-existence of traditional and 
biomedical medicine can be organized in developing countries facing health shortages. Something the 
World Health Organisation has been promoting since 197849.  
Apart from the Atet specialised in fractures, I was not able to make contact to other traditional 
healers who are performing minor surgery and wound healing. However, I was explained that such 
people are still around. One respondent was able to explain a method for treating open wounds. The 
wound would be disinfected with the help of heated fat taken from cow milk. This would be poured 
into the wound and the wound would then be covered with a sesame paste, dressed and left to heal. 
The respondent showed the spot that had been treated and hardly a trace of the wound could be 
found.   
 
Geem  
Then there are Geem – traditional birth attendants (TBA). Most of the Geem are women who have 
gathered experiences over the years in assisting other women during their deliveries. But mostly 
Geem also inherit skills and status from their mothers and grandmothers. The main skills of the Geem 
are knowledge on cultural rituals around birth, consolation, empathy and psychosocial support. Geem 
also know how to handle fluids that are deemed to be polluting (and thus dangerous) in a culturally 
correct way (bodily fluids, blood). They receive a compensation in kind for their support, which can 
also be given in rates. Geem are much respected women within their communities. 
In the past the NGO Goal has provided a special training program for Geem in Agok and its 
surrounding area in order to increase their knowledge and skills on maternal care and safe deliveries. 
One of the Geem I spoke to had previously been trained by Goal. Initially she said that due to practical 
issues, e.g. a lack of replacement of materials in her delivery kit, she was no longer applying the skills 
she had learned in the training from Goal. However, afterwards she explained that she feared to be 
given the blame when her interventions would lead to negative outcome with regards to the 
woman´s or child´s health. She said that nowadays she preferred to just assist women in the 
traditional way or refer them to the hospital for delivery.  
 
I could not thoroughly check this information as I was not able to witness any of her interventions or 
cross check with women who had been supported by her. One other Geem I spoke to was a younger 
women who had learned her skills from her mother. As she had not received any additional 
(biomedical) training, she assisted neighbouring women who were in labour also in a traditional way. 
                                                          
48 Ariës et al 2007, p. 573.  The article can be found online: http://onlinelibrary.wiley.com/doi/10.1111/j.1365-
3156.2007.01822.x/pdf,  last consulted on 04-03-2014.  
49 Idem, p. 572. 
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She showed me the traditional delivery position – the woman in labour would squat while being 
support and held by a woman standing behind her, the Geem would catch the baby while sitting in 
front of the woman.  
Both women insisted on the fact that nowadays women no longer have to die from bleeding or other 
complications, because now there is the hospital. They did not refer in any way to interventions that 
could be performed by them in order to manage such situations.  
The impact of training and cooperation with TBA´s on maternal health has been debated and 
researched for a long time50. Meanwhile it is beyond doubt that the impact of TBA´s is significant 
when it comes to empathy, cultural competence and psychosocial support. They offer support in birth   
which they understand birth essentially as a non-medical event. They remain an important source for 
women during child birth often due to financial restraints, lack of transport and the difficulties on 
posting trained professionals in rural areas.51  
However, there are very few training programs that have been properly evaluated and there is 
therefore also no concluding evidence that TBA training programs reduce maternal death. However, 
there is evidence of a reduction in maternal death when TBA´s are closely linked with health services 
and receive support to refer women to functioning hospital providing essential obstetric care. In 
these cases the main contribution of TBA´s is found to be patient education, promotion of preventive 
care and an increase in referrals to essential obstetric care.52 
 
 
Work of the Geem. 
A Geem explains here work: “ I learned this by myself. There would be somebody who was delivering 
immediately and I would help her. Before there was no clinic, then I would be called to assist.  I would 
advise the lady, you must be strong do not let your child die, if your child dies you will not feel happy, 
so you should just try. They did not have treatment for the ladies against the pain during delivery, so I 
used to advice the women. I have helped to deliver three twins. Three wives delivered twins and I 
helped them without having been taught in the hospital and they are now alive and they are healthy 
and God helped me in doing this. When there is a difficult birth, there is different things you can do. 
You can kill a goat and then the baby might come out. Or you can massage the belly, like this [Geem 
shows a way to massage the belly]. Sometimes you have to ask the husband to come, even when 
normally men are not attending a birth. The husband should than speak to the baby: ´if you are my 
child, please come out´.  When it is the first birth, the lady can go to her mother´s house. Sometimes 
the women has met with a man, who is not the husband, or she has may have slept with someone 
who is related to her. When you know the woman, you know this might have happened, and you 
understand why she is worried about the birth and will be tense. That is why, when it is for a lady the 
first born, she can go to the mothers house for delivery. Because if those things happened, the family 
is able to do something called tap: they take tap [a slag of Tabaco – see picture] and to cut it and then 
                                                          
50 Bergström and Goodburn 2001:88 
51 Bergström and Goodburn 2001:88 
52 idem: 86 
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give one peace to the family of the lady and one piece to the family of the relative and they take it 
away. Then it cannot cause sickness again. The tap is like the secret [it represents the secret] and 
when you cut it like this [in half], than it is over.  And then the girl cannot meet with this man again. 
This is when the child will come out.”        
 
A Geem holding up a slag of tobacco 
 
Acceptability of MSF care 
MSF care is very much appreciated. Especially the focus on pregnant women and children is well 
understood and matches with cultural understanding of vulnerability.  However, ignoring needs of the 
elderly people is not understood and much debated. Family planning issues are very sensitive and 
men and women have different opinions on family size and birth control methods, which can easily 
lead to abuse of the woman. Understanding of the workings and use of pharmaceuticals leads to 
problems. Blood transfusions are slowly becoming accepted, but cultural ideas around blood and 
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potential donors are still issues that need to be tackled.  Some bio-medical diagnoses are not felt to 
be correct, specifically when illness is chronic or when recovery takes too long. I will address these 
issues in detail in this section.     
Care for the elderly. 
A lot of respect is reserved for the elderly due to their age and experience. The need to provide care 
for the elderly is understood from a household perspective. Elder women are important person´s in 
the household as they take on care for children when the mother is away. Who will cook for the 
children and look after them when the mother is working on the field and the grandmother is sick?. 
Due to low quality of primary care in Agok of Goal and Ministry of health, people feel MSF should not 
turn people in need away. People are well aware that the very sick will be admitted to the MSF 
hospital. According to respondents you are sick enough to go to MSF when you can no longer walk 
yourself. Therefore, people who feel they need care but can still walk will have themselves carried to 
the MSF OPD.53  
However, when MSF takes time to explain their motivation to concentrate on maternal and child 
health and emergencies, this is well accepted by the population. This was confirmed by a discussion 
held with some of the nine Dinka Ngok chiefs.  
 
Forms and use of pharmaceuticals.  
In other research it was found that the in Dinka population expectations of pharmaceutical drugs 
differ from what is expected from traditional treatment. Whereas with traditional remedies people 
tend to show a lot of patience in order for the remedy to start taking effect, they will expect 
immediate effect of pharmaceutical drugs, which can lead them to abandon treatment before it has 
time to become effective. Distrust towards some pharmaceutical drugs, connected to the fact that 
many tablets have the same colour was often reported. This would lead patients to think that they 
were receiving the same medication for different diseases. Some medication, such as injectable, are 
preferred as these are thought to be ´strong´ medicines. In the treatment of ill health patients took 
recourse to pharmaceutical drugs in complementation of natural remedies. These pharmaceutical 
drugs can be obtained within ´western´ medical settings, but often also be bought without 
prescription at local pharmacies or on the market, with the risk of off-licence use of medication. 54 
MSF staff reported many incidents around the prescription and use of medication. Patients who 
through medication in the MD´s face saying ´I do not want these´, patients or caregivers who come 
back during the night because the medication they received earlier that day ´does not work´. Distrust 
and lack of patience can be explained by people´s unfamiliarity with the functioning of 
pharmaceutical drugs. The following issues were raised: 
Pills and capsules: 
                                                          
53 This was witnessed on several occasions and something which was a source of irritation for MSF medical 
staff. 
54 Smilde 2010:23-24.  
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- Many kinds of medications have a similar colour and form: white and round. People think 
they are getting the same medication for different kinds of symptoms, which makes them 
doubt about the skills of the medical staff and sometimes the healing power of bio-
medicine in general. 
- In a similar way they can be upset when they return to the clinic with the same 
symptoms and are again prescribes ´the same´ tablets they received before. They expect 
to receive a different kind of treatment as the previous one did not work.  
- Oral treatment is often initiated as home-treatment in form of herbs. When the condition 
drags on they expect to receive non-oral treatment, which is considered to be stronger.  
Tablet or capsules are than not considered to be strong enough medication.  
 
Injections and infusions:  
- Injections are thought to be strong medication because they (are thought to) go straight 
into the blood. 
- Because injections are thought to go into the blood, they are expected to give quick 
results.  
Feeding tubes: 
- Feeding tubes are a special category. They do not fall under the ´medication’ in that 
sense, but are understood to be a severe intervention. Several mothers initially refused 
the feeding tube saying their children were too weak to have them. Some mothers 
thought that the feeding tube went into the brain. It might be helpful to use visualisation 
material to explain how the tube is used and to how it helps the child. 
Syrup: 
- I was explained that many people who have resided in Khartoum are used to getting 
syrups for children and are unfamiliar with child treatment in form of tablets. Some 
women came back with the children explaining the children retched when they gave 
them tablets. They had not been explained to ground the medication for administration.  
 
What is acceptable as medication depends on previous experiences with biomedical drugs, what has 
already been tried at home, or what treatment history of the current symptoms at the clinic itself. 
Many of the patients and caregivers are not very well informed on the way biomedical drugs function, 
how they should be used, when to expect results and how improvement of the situation can be 
recognised. Such issues should be addressed more elaborate during consultation, when the patients 
receive their medication, and in health education sessions.  
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Blood donations. 
Difficulties with blood donations were frequent in the MSF project. Due to the high number of 
anaemia amongst women and children, the need for a blood donation was high, but so was the 
reluctance amongst people to donate. The arguments against being a donor were manifold, some 
were practical, and others had a cultural background:  
- People did not belief they had enough blood, as they could not see their blood (they 
would point at my arm where, because of the lighter skin, the veins were well visible). As 
they cannot judge if they have ´enough blood´ themselves, they worried about ´giving it 
away´.  
- It was said that people need proper food to renew their blood. Food that is considered 
proper food is fruit, fish, meat and milk. As most people lack most or all of these nutrient 
in their daily diet, they are reluctant to donate. Cookies that are given to blood donors 
after donation are not considered to be proper food.  
- It was explained that women should not be asked to donate blood, because they already 
loose blood every month and lose a lot of blood during birth. Instead the men should be 
asked, as they are considered to be strong. This issue was mostly raised by women.  
- Elder people are thought to have different blood then younger people, their blood does 
not ´match´, and therefore they are not suitable as blood donors.  
- Asking elder people to donate blood is not respectful as they have already given so much 
to the younger people. Younger people should support and respect them, not the other 
way around.   
- There is a fear of falling ill or dying after giving blood to a sick person. One person 
suggested that once your blood enters another person´s body, your life´s are connected 
and you will befall the same fate.  
- It was also suggested that only relatives can give blood. When relatives donate blood, a 
person will not get sick or die.  
- Some caregivers felt it was the responsibility of the doctors to treat the patients and 
therefore did not see why they should than be asked to donate their blood.  
 
The issue was discussed with some of the nine Dinka Ngok chiefs during a meeting. The chiefs were 
aware of the high reluctance amongst the population with regards to blood donation. However, they 
took the hospital´s need for blood donors serious and promised to pass the message to their people. 
According to them most people now realise that they would not die from donating blood, a fear that 
that was often raised by potential donors. One chief mentioned that he himself had donated blood 
three times already and he felt ´ok´. He hoped that such examples could convince others to donate as 
well.   
It is important to realise that people are not familiar with interventions such a blood donation. They 
are often aware of the condition of ´low blood´, but do not perceive this as a condition that can be 
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treated. Therefore they also do not understand how blood donation could help the person. 
Nonetheless, drinking fresh cattle blood was said to have been used as a traditional remedy for 
anaemia in former days. In traditional Dinka culture, human blood is considered to be a polluting fluid 
that should not be touched. This could be an additional reason why the Dinka feel uncomfortable 
towards blood donations, but I could not confirm this with the data. Most objection that were raised 
related to practical concerns or issues of respect.   
In order to improve acceptability of blood donations, it is important to take time to inform the 
patients, their caregivers and potential donors on all the procedures involved and to find out what 
questions, concerns and objections they have. It will also be helpful to prioritize young male relatives 
for blood donation whenever this is possible. When young children are concerned, it appears to be 
acceptable to ask their mothers for donation, but be aware that they might need to ask their 
husbands and this may take some time.  
With regards to the need of proper food for the renewal of the blood, a donor could be given a 
´donor food ration´ to support this.  
Once blood donation becomes more accepted, the categories of people who are deemed to be 
eligible for donation are likely to become broader, little by little.   
 
MSF surgical facilities – looking at fracture treatment and snakebite management.  
Most of the people who have bone fractures decide to get treated by the bone-setter family in Agok. 
The MSF surgeons confirmed to me that they had several patients with fractures who would initially 
come to the hospital for diagnosis and then decide to leave and seek treatment at the bone-setter, 
even when MSF treatment is for free, contrary to treatment by the bone-setter. Trust in MSF services 
can be one reason for this. MSF for example lacks an X-ray machine, which might make people prefer 
to rely on the bone-setters generations long confirmed expertise.  
Trust and previous positive (personal or hear-say) experience can play a decisive role. There is reason 
to belief that in general MSF surgical services are not well understood, and/or suffer from a negative 
imago: 
  
Misunderstandings on MSF surgical care:  amputations. 
One patient had been treated in the MSF hospital for a snake bite. His leg was so badly affected that 
the medical team feared the patient would die from sepsis if they would not amputate the leg. The 
patient initially accepted, however came back on his decision after a visit from his family. He decided 
to leave the hospital and get treatment from a traditional healer. MSF international staff kept asking 
about the patient, expecting to hear of his death at some point. However, after a few weeks national 
staff reported that the patient had been seen walking around in health, though with a limp. Of course 
I wanted to check this story and see if indeed the patient was alive and walking around, but after 
inquiry found out the patient had left Agok. Unfortunately nobody was able to tell me who had 
treated him either.  Clearly, it could not be confirmed with certainty that the man had survived, even 
when the national staff were convinced of seeing him. 
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Sometime later, the subject of amputation in the MSF hospital came up again. This was  when I visited 
the bonesetter. I spoke to a patient with a leg fracture who had initially come to MSF, but then decided 
to go to the bonesetter instead. I asked after his motivations for treatment by the bonesetter instead 
of getting treatment in the MSF hospital. I first though I must have misunderstood when he answered 
me with this return question: 
 ´What would you think is better, that I come to the bonesetter and get my bone healed, or that I stay 
at MSF and they take my leg off? ´     
 
What do these stories on amputations indicate about perception of the local population on MSF 
surgical care? Are these just incidents or is it indicative for a specific understanding of MSF surgical 
care? It is difficult to say. Possible the fear of amputations is also connected to the high number of 
war wounded MSF has treated at different moments, where larger numbers of amputations were 
performed as a lifesaving intervention.  What is certain is that such stories going round do not 
promote MSF surgery facilities. It will be important to consider the impact of such stories and make 
sure to communicate more on the diversity of interventions performed by the surgical team. Due 
time patient´s experiences and their own stories on surgical treatment can change the perception.  
With regards to snakebite incidents, it can be important to take into account the possible limited 
experiences of an MSF surgical team with snake-bite management. An extensive research on 
snakebite management was done within the MSF project in Central African Republic between January 
2009 and March 201155. Based on a literature review and the evaluation of 825 patient cases, the 
review discusses the difficulties in managing snakebites in low resource settings. In their conclusion 
the researchers advocate for a multidisciplinary approach with a very conservative attitude for cases 
where treatment with antivenin is possible. The article offers the advice that, when possible,  the 
decision for (any kind of) surgical intervention should not be based solely on clinical symptoms56. Still, 
they do also feel that surgical intervention, and they speak mainly of fasciotomy, ´may be associated 
with good results, but it requires high investment from the medical team and the patient´57. It is 
especially important to be aware of the far stretching consequences of amputation for people living 
in an environment where survival is largely depending on physical strength.  
With regard to the apparent misunderstanding of MSF surgical services connected to fracture 
treatment, the now initiated contact to the bone-setter family provide a great opportunity to initiate 
further inquiry along the same lines of the research done by Ariës et al., on patient motivation for 
hospital or bone-setter treatment and into quality of treatment of the bone-setter. On top of that 
MSF could consider a form of cooperation with the bonesetter family, as this is likely to have a 
positive impact on the populations trust in and familiarity with MSF surgical services. Cooperation 
with or support of the bonesetter family is also likely to improve the quality of care for the patients. 
Not only does this family currently run short of about everything needed for a longer admittance and 
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treatment in their compound, a cooperation would also make it easier for the bone-setters to discuss 
and refer complicated fractures back to MSF when needed.  
Regarding this issue of complicated fractures and possible difficulties of a bone-setter to treat these 
injuries, it is important to realise that urbanisation and increased used of motor vehicles leads to 
more complicated fractures with which the a bonesetter traditionally has no extensive experience58.  
In such cases it would be ideal when MSF can support diagnosis with the right diagnostic tools (X-ray), 
and offer their own expertise to complement the traditional skills of the traditional healer.  It will also 
encouraged people to first come to MSF or come for check-up after treatment at the bone-setter, 
which give MSF the possibility to evaluate treatment quality.   
 
 
Conclusion. 
In the Agok setting traditional health beliefs and biomedical explanations of ill health co-exist. Which 
treatments and health resources are taken into consideration for treatment of the condition depends 
on a variety of factors. It depends on the sort of condition, the length of the illness episode, as well as 
on the acceptability of care, previous experiences, and on practicalities such as availability, 
affordability and accessibility of care. Traditional methods used by the population in the Agok setting 
do not appear to have a negative impact on the biomedical treatment. It can even be said that some 
traditional approaches can support the biomedical treatment in the sense of offering the patient 
psychosocial support.  
It has become clear that some MSF health services are not well understood and misunderstanding 
between patient and MSF medical staff cause frustrations on both sides. Many of the patient are just 
not yet very familiar with the biomedical system.  Much can be done through clearer communication, 
health education and expectation management.  
It is also clear that some services are not acceptable for cultural reasons, blood donations are a clear 
example of this. It will be important to take note of these cultural issues and try to offer the care in a 
way that accepts cultural norms when possible. This might be frustrating and lead to situations where 
MSF cannot offer the quality of care they feel is needed. Still, perception on such care will change 
over time when people make positive experiences and this will go fastest when MSF takes culturally 
sensitive issue into account. 
Cooperation with well-respected traditional healers can help to increase trust in MSF health services, 
can increase acceptability of MSF care and can also help to raise the level of care for patients, 
whether they choose to come to MSF or to go to the traditional healer.  
 
 
 
                                                          
58 Ariës et al. 2007; 564. 
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Maternal health 
Women´s challenges in health seeking behaviour. 
When it come to the health of women, Fitzgerald found that women who are living in areas of 
upheaval and insecurity suffer much more from debilitation from chronic and recurring illness, 
overwork and improper diet. On top of that, they have much less opportunities to use medical 
services because they are burdened with the responsibility of looking after the family, even more so 
when they are the single head of the household. The mix of poverty, insecurity and the heavy tasks 
they are forced to undertake undermine both their own health as well as that of their children. 59  
Especially in absence of the traditional family network to support them in times of need, women tend 
to dismiss signs of illness and fatigue because they feel that the demand of being the main person 
providing for the family outweighs the benefits of being treated. The few clinics they can use are 
often too far away from their homestead to be easily accessible. As they have no one to take of the 
children in their absence they tend to seek medical assistance much less frequently.60 
These findings are confirmed by Chambers in his article of vulnerability and coping mechanisms of 
the poor.61 He emphasises that those who are most dependent on their physical health for survival of 
themselves and their families, are at the same time most vulnerable to ill-health and least likely to 
access proper health care. He also finds that poor health of the main breadwinner is most critical for 
the well-being of the rest of the household and that preventing adult sickness is the best way to 
prevent child malnutrition.62 
On top of that Fitzgerald found that anaemia, or fatigue that is caused by anaemia, is often not 
considered by women to be a reason to seek medical help. Either the symptoms are not recognized63, 
or women feel that it cannot be treated at that moment in time.64 A woman who is malnourished and 
anaemic and who has no access to antenatal care perpetuates they cycle of substandard health by 
giving birth to an underweight baby65, possibly with micro nutrient deficiencies. This then leads to 
increased vulnerability to childhood diseases that would have been preventable under normal 
circumstances. A sick child is another burden in a mother´s fight for survival.66 Fitzgerald concludes 
that the apparent acceptance of women about functioning at subnormal levels due to anaemia 
underlines how commonplace the phenomenon is amongst women.  
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Madut Jok found that Dinka women speak of a number of conditions that are greatly feared in 
childbearing, and which they think cannot be treated at that moment in time67. The reasons for their 
lack of treatment options were war and lack of family support. Conditions the women referred to 
were ´lack of blood in the body´ (anaemia), eclampsia, and hypertension, obstructed labour and 
general difficulties in infant care. The women would describe such conditions as ´broken back´ – 
Duony kou, resulting from too much heavy work during pregnancy, lack of proper food and the 
mental burden of breastfeeding a child that is possibly going to be malnourished. Situations that 
should alert women to the possibility of Duony kou are the absence of a husband to aid in food 
production, the lack of milk cows, the number of children born and displacement.   
This situation is very recognisable for the MSF project in Agok, where anaemia rates in both women 
and children is very high, the numbers of premature birth very high, birth weight of children very low, 
and the attendance to ANC services far below expectations. The health of the mother is impacting the 
health of the children in a very direct way. Apart from the practical access issues that count for 
everybody, women experience additional hurdles to get access to health care facilities that are 
directly related to the lack of family support under the current situation.  
General weakness as a reason to receive care.  
Even when many women feel that this conditions of fatigue are understood as a result of the hard live 
that cannot be cured in that moment in time, and is therefore not seen as a reason to seek medical 
care, traditionally, women who felt overburdened (during their pregnancy or at other moments) did 
have the possibility to take ´a holiday´ – a recovery period – at their mother’s house. However, this 
support is now often lacking. When women explained that those pregnant women who go to MSF 
because they feel sick or weak should be able to stay in the hospital even when tests tell them they 
are not sick, they are referring to such a ´holiday´. By lack of access to the mother´s house, the MSF 
hospital location seems accepted as an alternative.  
A probably medical explanation for much of the ´weakness´ experienced by pregnant women is their 
low haemoglobin (Hb) level – the high number of women suffering from very low Hb levels are 
indeed judged as very serious by the MSF team. Many of to the respondents blamed this weakness to 
a ´lack of blood´. Causes mentioned for this condition are the lack of proper food combined with the 
women´s high workload and high number of pregnancies. It appears that some women are turning to 
MSF care as a coping mechanism when they suffer from this condition.  
When MSF wants to reach more women with their services, MSF can consider to work with this local 
understanding of vulnerability and use these ´recovery requests´ to reach out to women.  Even when, 
measured by the medical standards, these women would not be considered for admission, their 
condition does offers MSF the possibility to reach them with a broad package of care (instead of 
limiting the MSF response to ´cure´ for more specific medical problems) and health education.  
Through this, MSF can gain their trust in MSF services for the future, both for ANC and hospital 
delivery, whereas turning them away might create unneeded negative experience and could make 
women hesitant to return for care later. It can also be a good opportunity to reach out to women with 
psychosocial care.   
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Pregnancy. 
Findings of De Marez68 on the high importance of pregnancy for Dinka women were confirmed in my 
research. Both women as well as men explained that children are of vital importance and that it is 
best to have many children (see also below under ´family planning´).   
Traditionally, pregnant women are said to be vulnerable and in need of special physical care and 
spiritual protection. Perner69 found that women should abstain from certain activities, not eat certain 
foods and not look up at the sky and avoid close contact with certain people and other pregnant 
women. Madut Jok70 checked some cultural beliefs that were said to cause miscarriage. For example, 
a women who has just conceived should not walk in the footsteps of women who has recently had a 
miscarriage as she herself might have a miscarriage as well. He did not find these beliefs confirmed. 
Women attributed miscarriage to daily hard work, infections, poor diet and lack of health advice.  
In my own research traditional beliefs around causes of miscarriage were not confirmed by the 
women. One women reported that her husband had once told her not to visit a niece who had lost a 
child, out of fear it would affect her own pregnancy. However, she felt it was nonsense and went 
anyway. What was confirmed was the idea of vulnerability of pregnant women. The need for extra 
care for pregnant women was mentioned repeatedly: pregnant women should not perform heavy 
tasks like carrying water, operate the water pump or do heavy work on the land. Instead she should 
perform light tasks around the house. She should be given milk, fish and fruits, but not eat ´heavy´ 
foods like the traditional ´agop´ - sorghum - with meat.  
During a discussion with a women´s group where both elder and younger women were present, 
traditional ideas were confirmed by the elder women present, but the daily reality experienced by 
women of reproductive age showed a different picture. These women openly contradicted the elder 
women:  ´There is no special support for the pregnant women, there is not any special support or 
anything. You have to work as usual, you have to do everything as usual, and you have to eat as usual, 
so if you are getting 1 meal a day that is what you get. Even juice, there is no juice. Even though you 
are pregnant you are not getting extra´. Other young women present confirmed her story. They 
complained about the lack support and lack of proper food.  
The lack of support is clearly related to the war and ongoing instability, which has led to the 
dispersion of families and their general impoverishment.  The impact of the war on the social 
structure and its cultural values should also not be underestimated. As mentioned before the collapse 
of the bride wealth system has a huge impact on the support system for women.  The ´marriage 
without cows´ leads to a situation where the woman´s family does not feel responsible for them.   
When the family support fails, the support provided by the women´s husbands becomes the main, 
and often sole, source of support for women. Women explained that the men first of all do not 
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understand the kind of support they need when they are pregnant, but also that they often refuse to 
do household activities as this is not part of the traditional male role.  
Other issues mentioned that impacted the support for pregnant women were:  
- Dispersed families due to labour migration. When family is not around, they cannot help 
and cannot see your needs71. 
- Impoverishment - families do not have anything to give: ´Before, when you were 
pregnant you would get milk and eat fish, but now there is no cows, no fish and there is 
no money to buy´. 
- Loss of knowledge transfer on proper food during pregnancy due to disrupted social 
structures.  
- General lack of diversity of food. When there is access to cultivation land, a priority given 
to quantity of food instead of diversification.  Also, women reliance on ´market food´ 
leads to lack of diversity in diet. The market offers mainly staple foods. Other foods 
available are mostly unaffordable for the women.   
- Women have too much work and they have no time to eat: ´They forget to eat´ or ´they 
eat too late and loose appetite´. 
- Even pregnant women will prioritize their children and only eat last and eat what is left.  
 I found that the majority of women who said they were getting proper support were part of families 
who were leading more traditional Dinka lifestyles and showed to have a largely intact social structure 
– Dinka would refer to such families as ´strong´ – riil – families. Most of these women said they had 
´married with cows´, and that both families showed concern for her well-being.  
ANC – Antenatal Care.  
With regards to MSF ANC services, most people explained that it was good that MSF was offering 
such services. The MSF focus on pregnant women matches well with local perceptions of 
vulnerability. Still, the numbers of ANC attendance is not particularly high and I therefore inquired 
into traditional care practices for pregnant women as well as into the accessibility and acceptability of 
the care offered by MSF and if this care was culturally appropriate.  
Apart from the traditional notion of vulnerability of pregnant women and their special need of 
support and proper food mentioned above, the only other specific traditional practice related to the 
health of pregnant women which was found in this research, was that some women would wear a 
necklace for ´protection against bad things´.   
                                                          
71 In the ITFC there was a high numbers of young mothers who were wives of soldiers. Sometimes they were 
living with their husbands, sometimes they were staying in or near the soldier´s compound while their 
husbands were send out to work elsewhere. Other women explained that they had come to Agok because 
of work or of the work of their husbands, but had no other relatives there. Relatives would occasionally pass 
by and bring them something, but were not around to support them on a daily basis.  
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With regards to complications during pregnancies and how to deal with them very little information 
was found in this research.  Madut Jok found in his research that spontaneous bleeding in the first 
trimester was believed to have a supernatural cause and could only be remedied by communication 
with the spiritual world.72 This finding could not be confirmed in my research. It is very well possible 
that this is related to the limitations of the research, both in time and in access to women outside of 
the hospital ground. It can be relevant to the project to make further inquiries on this, and /or 
address such issue through health education, as such a belief could keep women from seeking care at 
MSF when they experience such complications during pregnancy.  
Issues that were raised which made it difficult for women to attend to ANC services, were mainly 
related to practicalities: 
- A lack of means of transport 
- No access during rainy season 
- The fact that women often did not have anybody to look after their other children while 
she was away 
- Household burden that does not leave time to seek health care.  
The profile of the women interviewed at the ANC confirmed these findings. The majority of this group 
of interviewees either lived nearby the hospital location and could walk the distance in a short time 
or had good access to transportation and the means to pay for this. Other women explained that they 
were able to attend the ANC because they had good family support and were send to the ANC 
department by other women in the household.   
Respondents also brought up issues around the acceptability and cultural appropriateness of the ANC 
services provided by the MSF project: 
- MSF was said to send women away when they come for ANC within the first 3 months of 
their pregnancy73.  According to a women working for the Ministry of Health (MoH), this 
occurred on a regular basis when MoH referred a women for ANC services. Female 
respondents felt that a pregnant women needed to receive first care within the first few 
months of her pregnancy. 
- It was the impression that MSF is not doing an ANC check-up every three months. Only 
women who are in a bad condition are seen regularly. Women who are doing well are 
send away.  
- It was also said that women who are pregnant and who feel sick are often not seen by a 
doctor. They are seen by national staff care providers. After doing some tests the women 
                                                          
72 Madut Jok 1999:207 
73 When I asked MSF medical staff about this, I was told that this had happened due to the fact that MSF at 
that point did not have pregnancy tests with which the pregnancy could be confirmed. According to them it was 
possible that women were asked to return once the pregnancy could be confirmed without the test – and that 
they would then not have received any ANC services until their next visit. 
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are send home again. Instead women should be allowed to stay and recover their 
strength.  
The criticism given here by the respondents appears to be related to their different expectations 
when it comes to the care needed for pregnant women – who are traditionally understood to be in a 
vulnerable state and in need of special care and attention. The care offered by MSF, or the way in 
which it is offered, does not match with their understanding of what is acceptable with regards to the 
woman´s vulnerable condition. I was explained that receiving care from a doctor is appropriate care, 
but best is when this is a Khawaja – foreign – doctor. Care offered by South Sudanese medical 
personnel was not understood as appropriate. It was also felt that women should receive care from 
early on in their pregnancy.  
 
 
Delivery. 
„Lack of network and difficulties such as bad road conditions hinder the access of the 
population to a healthcare facility. Hence, pregnant women, on top of cultural habits, are 
used to deliver at home. Neonates of these deliveries, however, are often brought to our 
facility secondary to sepsis associated to poor delivery technique by the TBAs, increasing the 
number of neonatal admissions. “  (MSF annual report 2012) 
The MSF project statistics on deliveries report a slow but steady increase of (MSF) hospital births. This 
can indicate a growing acceptance of hospital deliveries, which seems plausible regarding the high 
appreciation that was shown for MSF maternal services. However, according to these same statistics 
the total number of hospital deliveries still remains (too) low with regards to the expected number of 
births in the project area and expects that this is partly related to cultural issues around home 
delivery:74        
Home delivery is still a (culturally accepted) standard in many countries, even in Europe.  As long as 
home deliver happens in a setting with quick and good access to medical facilities in case of need, 
this is often not so problematic. However, in the current setting where women have high risk on 
complications during birth and very difficult access to health facilities, home deliver poses a serious 
health risk for both the mother and the child. Previous research on home births among Dinka did find 
cultural motives for home delivers connected to the birth of the first child, cultural rituals connected 
to obstructed labour and rituals around name giving of the new-born.75 These findings were 
confirmed in this research.   
One of the motivation for women deliver their first child at their mothers home was because of the 
possible need to admit to a previous sexual relationship with a relative (as described before in the 
section on the role of the TBA, see page 45).  
Other reasons for home deliver (though not necessarily at the mother´s house) were: 
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- Presence of female family members who will support the mother. 
- Presence of the TBA who is familiar with the mother´s situation and can therefore give 
her the proper (psychosocial) support and has knowledge on the rituals that might need 
to be performed.  
- Women are familiar with the way birth is done at home and feel more comfortable in this 
environment. 
- The conviction that women who have started their delivery should no longer be moved, 
as it will harm mother and child.  
- When labour is obstructed a goat needs to be slaughtered, which cannot be done when 
the women is in the hospital. 
- The need to keep the mother and the child in isolation for a period after the birth76. A 
woman should not be moved after the birth, therefore she should be in the place where 
she can be cared for after the delivery. 
- The need to slaughter a cow (or nowadays often a goats) for name giving of the child 
after the birth (the child will be named after the colour pattern of the skin of the cow or 
goat that is being sacrificed).  
- After the birth the placenta needs to be buried next to the hut.77  
 
Apart from cultural reasons, there were also many practical issues raised that caused women to opt 
for home delivery: 
- No access to medical care during the rainy season. 
- Bad state/lack of infrastructure. 
- Women who are close to delivery are too weak to reach the hospital (by foot) and lack 
support for other transport (both for means and cost of transportation). 
- Women lack family support: no one to look after the other children while she is in the 
hospital. 
                                                          
76 The period of isolation varies per family. It used to be seven days, but due to the Arab influences some 
families now say it should be forty days. In this period care is provided to child and mother alike. The mother is 
receiving time and support to get familiar to her new role and both mother and child are protected from 
infections. Only few people can come to visit, no strangers are allowed.  
77 The placenta can be needed later for a ritual in case all the mother´s children would die in childhood. The 
ritual has to make sure the mother will give birth to a child that will survive. However, most women who were 
interviewed in the hospital can accept it when the placenta is buried on the hospital grounds. What is important 
is that the placenta is not burned, as it is part of the child and this would inflict harm on the child. 
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- Fear of running into additional costs (which is not the case for MSF, but can happen at 
other available facilities). 
- Premature births, women are taken by surprise and have not prepared for it (the number 
of premature births is high78 , likely related to the high incidence of anaemia under 
pregnant women). 
- Complications during delivery are not know in advance (partly due to lack of ANC 
attendance), therefore the women did not know that she would have been better off in 
hospital.  
 
Medical interventions during delivery.  
MSF delivery care is in general very much appreciated. Even when women say that they are 
unfamiliar and sometimes uncomfortable with the procedures of hospital delivery, they are well 
aware that women who have complications can go there for treatment. The option of a C-section is 
known and even when women fear this, they know that it can save a woman´s and child´s life and 
would consent to it. Nonetheless, many women will want their husband´s consent for such 
interventions as it may have an impact on their reproductive abilities and they could suffer negative 
consequences when they decide on their own. This can lead to delay of interventions and sometimes 
to non-consent of the husband.  
I witnessed two occasions where MSF regional staff strongly advocated a more conservative approach 
(medical induction of the delivery, but delaying C-section as long as possible), whereas  MSF expat 
staff wanted to start C-section much earlier on. Both women had natural births in the end and no 
surgical intervention. Whereas this might not always be an option, such a conservative approach was 
better understood by the population and matches well with Dinka ideas on reproductive health.  
Other interventions women feared or felt uncomfortable with were: 
- Women are afraid that the midwife will ´cut´ there vagina when the child does not want 
to come out. 
- Women do not like it when the midwife puts ´their hand or other things´ inside the 
woman´s vagina.  
 
The hospital way of doing things 
Unfamiliarity or discomfort with hospital setting or procedures was also shown on the following 
issues: 
- Delivery with legs up: women feel ashamed while everybody looks straight into their 
vagina. A squatting position is preferred.  
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- Misunderstanding of services offered: women said hospital deliveries were only for 
women with complications. Other women would be send home again.  
- There were worries about the heat in the (new) maternity ward. Even the Dinka Ngok 
chiefs mentioned that they thought the heat was bad for the women and children. Too 
much heat could cause illness (it was indeed really hot in the maternity during dry season 
even when the season had not reached its peak yet).  
- Women who had come before the delivery started, were not allowed to stay due to lack 
of space. They were said to come back later.  
- Some respondent thought that, in order to deliver at the MSF hospital, one needed to 
show a registration card from the ANC services. Otherwise one would be send home.    
 It was worrying to find that so many misunderstandings existed around admission and indications for 
hospital delivery. Again here, there seems to be a need for more communication from the side of 
MSF. Regional midwives also suggested that MSF should have a waiting tukul for women who are 
close to delivery. This can be a very valuable point. Women who make it to the hospital in time have 
mostly made real efforts to do so and these efforts should be taken at face value. If they are send 
away, it is possible that they will not return (see cultural and practical reasons mentioned above) or 
speak negatively of this experience.  
Many cultural beliefs were given that could make women prefer home delivery over hospital delivery, 
but most of the reasons are not insurmountable. Women who had delivered in the hospital said they 
did have a goat slaughtered for the birth. Information on the need was passed to her family or 
husband after delivery. And as already mentioned, placenta buried on the hospital ground was 
acceptable. The decrease in family support means that many women are now actually alone in the 
home when delivery starts and cannot at all rely on support of relatives. Many examples of this were 
given by female respondents. For many women this will currently not be a reason to opt for home 
delivery, but it can be a reason for them not to be able to come to the hospital (in time) for delivery.  
TBA support was not valued more than hospital support, it is mainly a welcome resource available for 
women when they deliver at home. If something else is available, this is thought to be good as well.  
Reasons of unfamiliarity with hospital way of doing things can be addressed through education during 
ANC services and some procedures that women feel uncomfortable with could be adjusted (the 
possibility of a squatting position for the birth could be considered) or the reasons behind these 
procedures could be better explained. Those women who were familiar with hospital delivery 
explained that even when different, they do accept that there is a ´hospital way of doing things´. 
As such I think that the practical constraints mentioned should get more attention than the cultural 
issues. The ANC attendance could be used to address possible hurdles a women might have to access 
the hospital once the birth is starting. Inviting women to consider this might help them to prepare for 
birth, and to consider the possibility of a hospital delivery in advance. She could come up with her 
own ´delivery plan´. Women who have difficulties with access could be encouraged to come to the 
hospital early. Space should be available for these women to wait for the birth. Waiting time could be 
used to make them familiar with birth procedures.  
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A role for the Geem in hospital services? 
As part of the maternal health services, the MSF project in Agok has previously worked with a 
network of Geem (traditional birth attendants. This cooperation has been cancelled as it did not yield 
enough result. I was explained that some of these women had also at occasions come to the hospital 
to support a midwife with a birth. However, one midwife explained that ´they [the Geem] did not do 
anything´.  
On the one hand this might have been a consequence of wrong expectations. Whereas the midwife 
expects the Geem to perform some degree of medical interventions, the traditional role of the Geem 
lies primarily in cultural competence, empathy and psychosocial support (see page 45). A midwife 
who is expecting something else, and who cannot understand the language in which a patient and 
the Geem are communication might simply miss out on the support provided by the Geem. 
On the other hand, this traditional role of the Geem might actually be difficult to perform in a 
hospital situation. A Geem usually offers her services to neighbouring women, which makes her 
knowledgeable on the women´s family situations and which allows her to offer tailor-made care. 
However, in the hospital a Geem might well be confronted with women she does not know. Being 
unfamiliar with the personal circumstances of these women will severely limit a Geem in her ability to 
provide care. It is well possible that a Geem working in the hospital setting indeed might not always 
be an added value.  Areas in which the Geem could support MSF are those of patient education, 
promotion of preventive care and to increase the number of referrals to essential obstetric care (see 
page 45). These would mainly be performed in the Geem´s direct vicinity.  
 
 
Family planning. 
The topic ´family planning´ is a rather sensitive topic for the Dinka population. Even though Dinka 
culture does have a traditional mechanism for birth spacing, this practice is not understood as ´family 
planning´ in the western sense and should also not be addressed in this way.   
This traditional mechanism for birth spacing concerns a taboo on sexual intercourse with the 
husband during the two year period in which the mother is breastfeeding the child79. All respondents 
asked about this, male and female, confirmed the existence of this practice. Whereas some of the 
elder women explained that this period of breasfeeding is important for the health of the child, but 
also makes sure that the woman ´can get strong again´ for a next pregnancy most of the younger 
women and men were concerned that the breach of this taboo would cause harm to the child. 
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Taboo on sexual intercourse during breastfeeding and the practise of abrupt weaning 
Traditionally, a women will breastfeed her child for the period of two years. During this time she will 
not have sexual intercourse with her husband. A woman can either spend some time of this two year 
period at her mother´s house, or her husband can spend time with one of his other wives. Even when 
they would live together, they would refrain from sexual intercourse. Sexual intercourse during 
breastfeeding is said to make the mother´s milk bad, and cause illness of the child (diarrhoea, 
vomiting, blindness and sometimes even death). At the end of this two year period the mother 
practices abrupt weaning by bringing the child to her mother´s house for a period of time. She than 
would resume to have sexual intercourse with her husband again.     
 
However, even when some men proudly announced that their women would get a three year 
´recovery´ break, it was also explained that nowadays not everybody adheres to this tradition 
anymore. Some of the elder men explained that women need to produce more children, because 
they need to compensate for the losses of life during the war and that the period of two years is too 
long. Another issue that was raised is that many younger men no longer have the resources to 
provide for more than one wife and therefore demand sexual intercourse with their one wife also 
during the breastfeeding period. Women may fear that this will cause sickness in their children, which 
might lead them to stop breastfeeding their child. Non-adherence to this taboo can have serious 
implications on both the health of the child as well as that of the mother.  
  
Family size.  
Men and female alike stress the cultural, economic and social importance of having many children. 
But the idea on family size was different.  Whereas the men stated that 10 or 12 children for a wife is 
good, the ideal family size according to the women ranged from four children – two boys, two girls – 
to six children. But they did worry about child mortality. Women would say that ´it is good to have ten 
children, because when five children die, you still have five left’ and ´you know that some children are 
for you and some are for God´.80  Now that men can often afford fewer wives, but men still aim to 
have many children, there is a higher pressure on women to have more children. Birth control is one 
way in which women try to take matters in their own hands.  
 
Birth control. 
The use of birth control methods was something fiercely objected to by male respondents, which is 
and related to the high value placed on children (and the importance of children for their status). 
During a meeting some of the nine Dinka Ngok chief addressed this issue. They said they knew MSF 
was providing this, and that this was a ´bad thing´. MSF could only provide this when the husbands 
would agree to this. For them women needed to get many children in order to make the tribe strong 
                                                          
80 I will address this also later with regards to child mortality rates.  
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again. From an historical perspective this makes sense as large – or ´strong´ – families used to have 
better chances of survival.   
Even when the importance of children was confirmed by the Dinka women, quite some of the women 
of reproductive age were searching and using means of birth control, but often without knowledge of 
their husbands. The main reason for wanting to prevent pregnancy was their worry about having too 
many children but not enough resources and support to keep them healthy.  Methods of birth control 
the women used or looked for were: calendar method, pills, hormone injections, occasionally a 
women would try to discuss the use of condoms with her husband and occasionally a women said 
she refused sex with their husbands, also after the 2-year taboo period.81 
Stories both from MSF staff, as well as from women in diverse discussion group, confirmed that the 
women´s fear of their husband´s reaction was often justified. Women had suffered abuse by their 
husbands when they found out about their use of birth control. When husbands came along to the 
clinic, they would consent to the use in presence of the medical staff, but accuse their women of 
wanting sex for pleasure or having extra-marital relationships once at home. Young women also did 
not get support in this matter from their mothers or mothers-in-law, even when elder women saw 
that the worries about the children´s health were justified. Elder women explained that this was a 
matter between the husband and the wife. If they would intervene, they themselves would be 
abused by the woman´s husband.  
Both men and women were negative about the hormone injections, which is one of the birth control 
methods provided by MSF. Men said these injections cause infertility and therefore they rejected it. 
Women explained that the injections did not work the way they were told. Once they wanted to 
become pregnant again and stopped having injections, they had to wait for a long time before they 
were able to conceive again. They too mentioned the fear of infertility due to these injections, 
something which is much feared in Dinka culture. It made them hesitant to make use of the 
injections.  
It seems important to re-evaluate these hormone injections as the main method of birth control for 
the Agok project. When the method is indeed so unpredictable then it seems to be a method that is 
not suitable for this context. Other methods should be considered. 
Also MSF could integrate aspects of the already existing traditional method of birth spacing in its own 
health education and emphasise the positive outcome of this traditional method on maternal and 
child health82. A message currently already given by some of the elder Dinka women.  
                                                          
81 The use of condoms was not a preferred method as condoms have a very bad image: said to be used by 
prostitutes and connected to a loose moral. Married people should not have sex for ´playing´, sex is for 
reproduction – in elder literature different ideas on sexuality amongst the Dinka were given. Possibly this 
current moral is a consequence of growing influence of Christianity.  
82 I discussed this issues with an MSF pediatric doctor. He explained that once a women is pregnant again, it is 
advicable that she weans her child when she is some months into her pregnancy. This will allow the 
women´s body to start producing the colostrum (first milk) for the new child. Some aspects/outcomes of 
respecting the taboo therefore do make sense in a biomedical way and are important for the health of the 
new born child.  
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Youth and birth control. 
Respondents raised many concerns regarding school going youth and their sexual encounters. Parents 
worry about the high number of school going girls getting pregnant from their classmates. I found 
many examples of this in the hospital. Most of these girls were staying with their parents or relatives 
as the boys had no possibility to marry the girl due to lack of resources. This situation was often a 
source of conflict between both the girl and her parents/relatives as well as between the two families 
involved. In some cases it lead to a situation where the boy concerned was send to prison because he 
was also not able to pay three cows83 to the girl´s parents as a compensation for the pregnancy. 
I was explained that many young children lack supervision and guidance from their parents. One 
reason that was given is that the parents are too busy to find food and secure their family’s survival 
and that they do not have time and energy to give their children the attention they need. The huge 
number of adults suffering from trauma was also raised as a reason for neglect of the children. 
Another reasons was that  a part of the school going youth, of which a majority of boys, have been 
send to Agok for schooling and live with relatives or elder siblings who feel less responsible for them 
or are living in groups by themselves without any adult supervision.  
Some of the respondents were of the opinion that this problem results from the simple fact that 
nowadays more boys and girls are attending school, which leads to a situation in which boys and girls 
meet more frequently and often without adult supervision. Before, such encounter were much more 
regulated according to the traditional Dinka ways.  
Probably the high number of pregnancies is a result of a combination of the above mentioned factors, 
but more information on this would be needed in order to find out what kind of response in needed, 
but sexual education, and possibly health education in general, in the schools should be considered.  
 
Conclusion. 
In times of upheaval and insecurity, mother suffer the most. Also in Agok the scattered families, the 
breakdown of family systems and lack of food resources burdens them with the sole responsibilities 
for the survival of their family. Their possibilities to seek health care are limited due to time 
constraints, access and support issues and due to a low priority given to their own health over the 
well-being of their children. Often they perceive their condition as a result of the hard living 
conditions and as such do not think it can be treated. Anaemia under women, resulting from these 
harsh living conditions in combination with pregnancies, starts of a cycle of substandard health for 
both the women and their children.  Therefore a stronger focus on the mother´s condition will have a 
positive effect on child-health as well.  
Cultural issues do play a role in a woman´s health seeking behaviour, but are not a reasons why 
women would not accept other care when it is available to them. Cultural is flexible, ways can be 
                                                          
83  Three cows is seen as the standard compensation for making a woman pregnant, which has to be paid by 
the man to the woman´s parents or family when he either does not have the resources to pay the cows 
needed to marry the woman, when he does not want to marry the woman, or when either of the families 
object to the marriage.   
 67 
found to combine traditional care with hospital care. In general, hospital care is accepted as a 
category by itself. If MSF wants to reach more women with their health care activities, focus should 
be on lowering access barriers (or consider other ways to bring care closer to the women), increase 
communication on the kind of care that is offered, for who this is offered and when women should 
come. Some adaptations should be made in the way care is offered to increase its acceptability.  
MSF should also make use of the local concept concerning the vulnerability of pregnant women, a 
concept that makes perfect sense in the current situation and in which MSF health care can be easily 
integrated (and which is wished for by the population). This will have an positive impact on the 
acceptability of MSF maternal health care services. 
 
 
 
 
Child health: Malnutrition 
General finding on health seeking behaviour in Sub-Saharan countries has shown that the role of 
women by ill-health of family members is important and that they initiate home-treatment. When 
home remedies prove to be ineffective, women mostly do not hesitate to try other options when 
these are available to them84 . This was also found in research concerning the Dinka85 . From my 
own interviews it became clear that this is also the case for Dinka Ngok women. Especially 
regarding child health, they are the first to notice this and to respond with home-treatment when it 
comes to child health.  Dinka mothers are held responsible for their children´s health and are 
expected to seek for treatment options and to solve the problem. They do not need of permission 
of parents (-in-law) or husbands to do so. However, they do need their husband´s permission when 
the treatment interventions needed that are (perceived as) hazardous. But how is this in relation to 
child malnutrition? Is child malnutrition perceived as a disease? What conditions make women 
perceive their children as sick? When will women seek care for their children in case of 
malnutrition? What prevents them from seeking care for their children in such cases?  
 
´We cannot say anything [about the child´s physical condition] to this mother, because we cannot help 
her, we have nothing to give´. (FGD:2) 
 
The inquiry on child health focussed on issues around malnutrition. The main question that was to be 
addressed was if malnutrition is perceived as a disease ´in itself´. In the MSF annual report 2012, the 
situation on child malnutrition is described in the follow was:  
                                                          
84 Williams and Jones 2004:506 
85 Smilde 2010:47 
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´In terms of nutrition, the defaulter rate pertaining to children admitted to ATFC is high, for various 
reasons. These include inaccessibility on a regular basis to a nearby facility offering this care because 
of long walking distance, but also because malnutrition does not seem to be perceived as a disease in 
itself. The latter implies that a patient often ceases to attend the nutritional program once considered 
as ‘in better health’ by its caregiver, to probably attend to daily chore. It is in this context that a 
psychological support (MH) to parents of malnourished children will be of value´. (MSF annual report 
2012). 
I think the question on the perception on malnutrition is a two folded question. The first question is if 
malnutrition in children is perceived as such. The second question would be if malnutrition is 
understood to be an actual disease. I will address both questions. Before going into child (mal-) 
nutrition it is important to first give consider general nutritional issues within the Dinka culture.  
 
Food shortage – a note on hunger. 
Limited food supplies and the struggle for survival are part of the Dinka creation myth.  According to 
this myth Garang and Abuk (the Dinka Adam and Eve) get a small, but endless, supply of food from 
Nhialic (God) for their existence on earth (one grain of sorghum a day). One day Abuk decides to grind 
more than the daily supply.  Nhialic is upset with Abuk´s behaviour and decides to cut them off from 
his supply entirely. From that day on Garang and Abuk need to fend for themselves and face the 
seasonal lean period by themselves.86  
For the Dinka, food shortage used to be part of the yearly seasonal cycle, which in some year was 
aggravated and stretched in length due to bad yield in extremely dry years or in years of extreme 
flooding. The Dinka coping mechanisms for lean times included eating less, collecting wild foods, 
hunting and fishing and storing food resources as long as possible for later use, even in times of real 
food shortage.87Dinka values include the obligation to share your resources with those who have less. 
Those who have more resources are expected to be generous to others. In lean periods this would 
lead to a redistribution of resources through which everybody is faced with the consequences of the 
food shortage.88  
However, under the current circumstances of long term instability and war, food shortage has 
become a structural problem.  As explained earlier the impoverishment which results from this, and 
the lack of possibilities to plant and harvest on their own lands, has led to breakdown of the Dinka 
Ngok social system. This again had led to a change in values regarding the sharing of resources. 
Where before not sharing food was understood to be immoral behaviour, now often people feel that 
sharing is simply no longer possible: ´Hunger has changed our people; they have no food for their own 
                                                          
86 Perner 1994 
87 Ogilvy 1981:298 
88 Suffering would not be exactly equal for all. Even when Dinka society is said to be a very egalitarian society 
there are still people, mainly women, who would suffer more than others due to their more vulnerable 
position. Those who might not receive an equal share are for example: women without children, a less 
favoured wife or a widows who had been given to a relative of her deceased husband.      
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family, let alone to feed others´.89 According to Harragin & Chol such loss of values causes has a 
negative impact on traditional coping mechanisms.90 It forces people to find other, often more 
individual, solutions and can therefore also change traditional ideas and mechanisms around 
malnutrition.  
This became very clear from the responses of mothers in the ATFC. In Dinka culture children are 
supposed to be prioritized within the family with regards to nutrition. Therefore a child suffering from 
malnutrition puts the whole family in a bad light, as they have either neglected the needs of the 
children or it reveals to the outside world that the family has no resources left to care even for the 
most vulnerable. As mentioned before (see page 29) issues around wealth or poverty should not be 
discussed openly and people will go to great extends to cover this up.  It is for this reason that some 
mothers refused to have the nurse put the ´ATFC wristband´ on their children as it indicated to the 
outside world that their children had been admitted to the program.  
None the less, in the current situation changes in this behaviour were observed as well. The lack of 
resources leads some people to take a more practical approach. Some mothers explained about the 
ATFC wristbands that: ´The husband will not be happy, but he knows the child will now be healthy 
again and he will say nothing´ and  ´The family will say to the women: you caused the child to be sick, 
now you have gone there and you should make sure the child gets better´.  
Apart from the AFTC services, new coping mechanisms now include ´staying around the market´ to be 
able to buy food there and a heavy reliance on relief foods.91 
Still, it is clear that the topic of child malnutrition remains a sensitive topic.  
 
Child nutrition. 
Traditionally children were prioritized in the family with regards to food.92 Children are still seen as 
very important, and women say they will prioritize feeding their children before eating themselves.  
Many elder women felt that the current problems with child-malnutrition was a consequence of the 
lack of milk. According to them, this was related to the loss of the traditional coping mechanism of 
sending young children to the cattle camp during times of food shortage (especially during the 
seasonal ´hunger gap´), where they would have continuous access to fresh milk. In the current 
                                                          
89 Yilma 1998:20 
90 Harragin and Chol 1998:14 
91 Some elder women addressed that there must be something wrong with the relief food they were receiving 
as these days many more people were sick. Before, when they cultivated themselves and were eating the 
food they were producing themselves, people were healthier. Distrust of relief foods was also found in a 
research done by Kampmüller amongst Dinka in Tonj County - Kampmüller 2001:27 
92 Yilma 1998:30 
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situation cattle camps are few and often further away.93 On top of that the importance of schooling is 
growing and even when the parents do have a cattle camp, they now often decide to send their 
children to school instead, meaning that children no longer have access to this fresh milk.   
Food habits in general have changed during the time of displacement spend in Khartoum or 
elsewhere. Bread has become popular, and is often said to be proper child food. Due to the 
specialisation in cultivation (mentioned in part 1), there is little diversification in food cultivation and 
also food that is available on the market is mostly staple food.  
With regards to proper child food, the traditional period of breastfeeding of two years was confirmed 
by most women, although some said nowadays women will wean after 1, 5 years. Respondents said 
that children should not get other foods but breast milk until they are six months old. Then, between 
six months and one year children could get additional cow milk and after that they can start eating 
other foods. Additional foods that could be given were said to be bread, rice, soup and sorghum. 
Children were reported to get porridge in the form of sorghum with milk, but very few women said 
they had cow milk available for their children. Some did occasionally have goat milk available. Some 
women mentioned they would give their children fruit juices – but they were referring to bottle juice 
sold at the market which has high amounts of sugar added. Women hardly mentioned fresh fruits and 
vegetables as proper foods for children as of a certain age.  
 
Perception of malnutrition in children.         
The perception of malnutrition was looked at by using pictures of unknown children in different 
nutritional conditions complemented with a storytelling exercise. The women were asked to tell the 
story of the child on the picture. This was done so that women did not have to speak of the condition 
of their own children, but could address personal experiences in a non-personal way by of a story of 
the child in the picture.   
Pictures of children with acute malnutrition were most often understood to be the result of a lack of 
food. Comments on the children´s condition were mainly ‘the child is too thin’, ‘the child looks weak’, 
and ´the child has no body’. Main cause given for these children´s condition was that ´this family had 
nothing to give to the children´. Oedema was more referred to as ´the child has something wrong with 
the leg/feet´, often combined with ‘the child is sick’. Occasionally a women said that this resulted 
from an unbalanced diet. Responses to children with a protruding belly and too thin upper body 
indicated that some amount of ´thinness´ appears to be accepted in children. The child was said often 
understood to be healthy, but to have ´a problem with the belly´. Sometimes this was said to be the 
result of ‘bad foods’ or ‘wrong food’.  With regards to stunted children, women would not be able to 
                                                          
93  At the same time, under the current living conditions,  parents feel decide more and more to send 
their children to school, because they feel schooling is now important for their children´s future. Parents who 
do restart herding cows are young children are more and more send to school instead of   
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tell from the pictures. Even when the picture showed a comparison with a healthy child non-stunted 
child, both children were said to be healthy.94  
 
Is malnutrition recognised as a disease in itself? 
Malnutrition was recognised as a serious condition, but malnutrition was not understood as a disease 
in itself. Children who are wasted are recognised as malnourished due to a lack of food, and women 
find it hard to look at such children, they call the children ´too weak´, but not ´sick´.  
On the contrary, children with oedema or a protruding belly were most of the time identified as ´sick´, 
and not as ´malnourished´. Some women would make a link to food, saying that the sickness resulted 
from ´wrong food´ or ´bad food´. They also said more often that the sickness was caused by neglect or 
bad care from the side of the child´s mother.  
 
Speaking of malnutrition. 
Women were clearly hesitant on commenting on the children´s physical condition, they would mostly 
start their stories with a description of the level of order and hygiene on the picture: ´there are things 
lying everywhere, the house is not in order´, ´the child has dirt on his legs and feet´, ´the child was 
eating, but the mother did not clean his mouth afterwards´, or ´the child looks clean´, and ´the 
surroundings are clean, everything is well in order´.  
After that the women usually combined food issues and issues of hygiene: ´the childs food or milk was 
not covered´, ´the child was not properly cooking food´, or ´they did not use clean bowls´, which were 
said to have led to the child´s current condition. In traditional Dinka culture, hygiene is said to be very 
important in order to prevent disease. Both in a practical way, as hygiene management for the body, 
environment and food/drinks, as well as in a spiritual way, as it is said that dirt attracts evil, which can 
then cause sickness.95 However, it should be clear that under the living conditions of the Dinka, 
keeping the hygiene level up is a big challenge. This is even more so under the current circumstances 
where women often live in makeshift shelters, with little access to water. Women tended to address 
and judge a mother´s way of managing their household and felt that women were responsible for 
their children´s condition when they did not do well on hygiene issues.  
Blame was not put on the mothers when women felt that the child´s condition was a result of a lack 
of food. Women then said that they could not address such a child´s condition when they themselves 
could not offer the mother help: ´We cannot say anything to this mother, because we cannot help her, 
we have nothing to give´. Still, also here, there were signs of a changing position with regards to 
malnutrition, as some women who had come to the clinic explained that it had been their neighbours 
                                                          
94  Finding from the ITFC showed that two mothers I spoke to, who´s children were stunted, stated that there 
children were younger than they were in reality. It was not clear if the mothers made a relationship to lack of 
nutrition.  
95 Smilde 2010: 25 , Perner 1994:26. 
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who told them to come to MSF for help. It is a good sign that MSF apparently is recognised and 
accepted as a resource.  
 
Reasons for malnourished/ sick children. 
Many of the stories told also contained elements of hardship of the mother’s life, which had caused 
her to neglect the children. The mother were said to be away from home for work on the field or 
looking for food and leaving her children unattended Elder children had to look after the young ones 
and did not know how to do that or the mother had left her children with other people who gave the 
children wrong food. Mothers were also said to be too busy and not have time to play with or love 
their children, or to have too many thoughts and worries in their heads, which made them forget 
about the children´s needs. Also the lack of family support was often given as a reasons for the bad 
condition of the children: women would be living with their husband’s family who have nothing to 
give to her, cows that had not been paid as bride price making families unhappy, and husbands who 
were away and did not bringing food or money or who were drinking alcohol.  
Cultural reasons that can contribute to child malnutrition were found as well. One observation made 
was that Dinka Ngok women do not carry their children on the back. 96 Infant malnourishment is than 
not necessarily directly related to milk and grain shortages, it is related to the absence of mothers 
which then leads to early weaning and to malnutrition.97  When I discussed this issue with MSF 
national staff at the ATFC, they said that Dinka Ngok women ´do not have this habit of carrying their 
children around´, and that ´they do not know how to do this and would be afraid to drop the child´.   
Issues around the taboo of sexual intercourse during the period of breastfeeding is another possible 
reason.  Although no hard evidence was found of this within the ATFC, this could be a reason for early 
weaning and cause malnutrition in the very small children. The ATFC medical staff should be aware 
that this could be a problem and include education on this issue.  
 
A woman´s responsibility – a family’s problem.  
When asked about the responses of husbands and other family members it became clear that they 
will put the responsibility for the children´s condition on the mother and also expect her to solve the 
problem. This does also mean that the mother is free to take initiative on seeking care for her child, 
and does not need permission to bring her child to the clinic. When a child is brought to the hospital 
and is diagnosed as sick, the responsibility is clear:  the doctors should make the child healthy again. 
                                                          
96  Dinka women from other tribes were seen to carry children in a kind of carrier made of goatskin, 
comparable to a ´shopper bag´ hanging down from one shoulder and clutched under the arm, one women 
explained she had carried her child for three days in a basket on her head. Carrying the children in a sling on the 
back is seen only very randomly in Agok itself. When children are brought along, they are being carried on the 
arm.    
97 Something which was also found by  Fitzgerald 2002:58 
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When a mother is living with her own family or family-in-law, mothers are often advised on child 
health issues by an older women in the household, often her mother or mother-in-law. This can 
increase the chances that the first health resources used are traditional resources. Still, due to 
religious influences (Christianity) some of these traditional resources are more and more disregarded 
as treatment options.  
When in the hospital the mother is told that the problem concerns malnutrition, things can become 
more complicated. Even when the mother is held responsible for the health of the children, 
malnutrition also can have a backlash on the whole family.  As children are supposed to be prioritized 
within the family with regards to nutrition, a child suffering from malnutrition puts the whole family 
in a bad light. Women can be hesitant to be admitted to the feeding program for this reason. Such 
women are likely to insist that their children are ´sick´ and continue to make the demand for 
´medication´.  
 
Defaulting from the ATFC. 
There are indications that women were using the admittance to the ATFC as a means to pressure their 
husbands or family for more support. Whereas women are not supposed to actively ask for support 
for themselves, women are traditionally allowed to get support on behalf of their children. However, 
women appear to be reluctant to do so, something that might be related to the more general change 
in the value of sharing resources.  Knowing that the exposure of malnutrition in their children will 
reflect badly on the family, some women indicated that the admittance to the ATFC was an indirect 
way to formulate their need of additional support towards the family.  
This said, the defaulting rate in the ATFC could be related to two cultural issues. One is that the 
women might feel too worried or uncomfortable by having their family situation revealed or is 
prevented to continue in the feeding program by her family, because it reflects badly on them and 
they do not want to have this public exposure. The other reason can be that the mother quits the 
program herself, because she has succeeded to gain more family support through this public 
exposure of their children´s needs. Unfortunately, it was not possible to trace and visit women who 
took their child out of the program, mainly due to mobility restrictions during my time in the project. 
It will be worthwhile to go into these questions in more depth.  
Practical reasons for defaulting were already given in the MSF project report: general access problems 
(specifically during the rainy season) and lack of family support. Women who live further away are 
not able to come on a weekly base to the clinic due to means of transport and because they cannot 
leave their other children unattended. The program does take this into account and offers such 
women the possibility to take a two week supply. This will clearly help some of the women. During 
the cultivation time, women will tend to invest their time in cultivation activities as a long term 
survival strategy for the whole family, instead of coming to the clinic for the benefit of one child only. 
This is a well-known and effective coping strategy in resource poor settings.98     
 
                                                          
98 Chambers 2006:35 
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Perception of malnutrition in the ITFC and reasons for defaulting. 
Women in the discussion groups on malnutrition held at the ATFC often felt that the child´s condition 
was a result from neglect of the mother´s side or the mother giving the child wrong or bad foods. In 
the ITFC the reason for the child´s condition was not related to the mother´s care. Three different 
reason categories were found. The mothers put the blame on the child itself by saying that: ´This child 
does not want to eat´. The mothers resigned to the situation by saying that: ´The child was born this 
way´. Or the women would say that:  ´The child is sick´. In order for the child´s condition to improve 
most women explained that the child needed ´medication´ and more specific ´medication to improve 
the child´s appetite´. 
A difference in the perception of the cause of the child´s condition and of its perceived solution 
between the mothers and the MSF staff appeared to be the main cause for defaulting in the ITFC. 
Children who are admitted to the ITFC are admitted because they are sick ánd malnourished. Either 
sickness caused malnourishment or malnourishment caused sickness, the order is often difficult to 
define. However, the large emphasis of medical staff put on the child being ´sick´ leads to a situation 
where to mothers put all responsibility for making the child better in the hands of the medical staff 
and expect them to do this through ´treatment´ of their child.  
The mothers expect to get medication for the children, preferably in form of injections or something 
which is admitted intravenous (i.v.). Once the ´treatment´ stops, the women feel they can leave, as 
this to them means that the child is better. The nutritional part of the treatment is not perceived as 
´treatment´ in itself and is, for the mothers, not a reason for prolonged admittance to the ITFC:  
´When there is medication and food, we can stay. If there is medication only, we can also stay and get 
food by ourselves. If there is only food, then we can go home´. The moment the doctor’s ´stop´ the 
treatment with medication, the mothers expect to go home. This makes sense, as in the first place 
the condition was defined as a ´disease´. 
With the narrative used by MSF medical staff concerning ´malnutrition as a disease´, MSF hands the 
mothers the possibility to lay the responsibility for ´curing´ the children fully with the medical staff. 
However, once the child has been successfully treated and comes of medication, MSF than tries to 
put great emphasis on the role of the mother regarding the therapeutically feeding. It is this 
transition from medication and therapeutic feeding to therapeutic feeding only which appears 
problematic for some of the mothers. When the situation of their children is now described as 
malnutrition caused by either lack of food or bad or wrong food, it exposes either a family situation 
or is perceived as putting part of the blame on the mother´s shoulders. It makes that all of a sudden 
MSF is no longer a safe haven for them.  
It is also well possible that the MSF approach of ´malnutrition as a disease´ can function as a 
mechanism of self-protection for the women. In the cases where women do not have influence on 
the amount or quality of food for their children at home, or know that they cannot themselves find 
enough food to feed the children, a transfer of responsibility for their child´s condition onto the 
medical staff releases them from the responsibility of their child´s condition and in such gives them 
emotional support to deal with this situation.    
Putting too much emphasis on malnutrition as a disease should not lead to a situation where women 
resign to the situation. It is very important that the time they spend in the ITFC is also used to 
empower the women. To give them more information on the relationship between food and disease, 
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and to educate them on child nutrition, taking in consideration the kinds of food they have available. 
It will be important to take time with the women to discussing ´power foods´ for children. It will also 
be important to address the need of diversification of food over quantity of food. Education on these 
issues is currently insufficient.  
This however, does not solve another important reason for defaulting: the need to go home and look 
after their other children. Children might be staying at a neighbours place or taken by a sister, but 
with the general lack of food, mothers were afraid that their children would not receive the care they 
needed. Some women were worried because they had left their children with their husband, who 
´does not know how to care for children´. It is clear that the long absence of the mother in the current 
situation is a real threat for the children´s health. Such motivations should be taken serious and MSF 
might want to figure out ways to reduce hospital admittance in such cases.  
 
Child mortality. 
As mentioned earlier in the second on family planning, Dinka explain the need for many children 
because they expect that some of their children ´are for God´ and will die, and others they will be 
allowed ´to keep´. It does occasionally happen that women in the MSF hospital respond with 
´stoicism´ on their children´s death. Something which is difficult to understand for most of the 
regional and expatriate staff.   
In an article on child death in Mali several possible explanations are given.99 One explanation by 
Scheper-Hughes suggests that women living in extreme hardship can become estranged and 
indifferent towards their children and their maternal emotions include ´letting go ‘when their 
children are in a sense ´born to die´.100 Riesman suggests that such a fatalistic response can withhold 
people from taking active steps in changing a disastrous situation, but ´does also lifts them from the 
terrible psychological burden of feeling responsible for the situation´.101 Other researcher object to 
this explanation. They find that such reactions are related to culturally mandated standards of public 
behaviour, than with acceptance of child mortality. 102  
Castle, who did research in Mali on child mortality, found a combination of such a standard of public 
behaviour with process that retrospectively explain child death as the consequence of a fatal folk 
disease in which neither biomedical intervention nor traditional are able to safe the child. This 
diagnosis, which is reached through a social process involves elder family members and traditional 
healers, and serves to shift the responsibility for the fatal illness from the individual mother to the 
community as a whole. This allows the mother to maintain her psychological wellbeing in an 
environment where she is likely to lose up to half of her children to child illness.103  
                                                          
99 Castle 1994 
100 Castle 1994:316 
101 Riesman 1984:182  in Castle 1994:316 
102 Nation and Rebhun 1988 in Castle 1994:315 
103 Castle 1994:331 
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It is very likely that the ´stoic´ response that can occasionally be witnessed in the MSF hospital is not 
so much a proof of not caring for their children, but more a combination of a cultural pattern of 
behaviour with a resignation to situation which the mothers were not able to prevent and for which 
there only explanation is: ´some children are for God,....´.    
 
Conclusion. 
Hunger used to be accepted as part of a seasonal fluctuation in food availability. However, the current 
structural character of the lack of food has changed this. Apart from the structural lack of food, there 
is also a loss of habits of child nutrition practices and a decrease in diversification of foods that are 
available. On top of that there is a high reliance on relief foods. These aspect together with the 
central issue of the loss of family support and loss of the obligation of sharing resources, the living in 
bad hygienic conditions, makes that children are very vulnerable to malnutrition.  
Child malnourishment is in some cases understood as a disease, but it depends on the way 
malnutrition presents itself. As malnutrition is often only one component of the overall condition of 
the children in the MSF hospital, most children are perceived as being ´sick´. However, emphasising 
that the child is sick can easily backfire on MSF. It can lead (and does lead) to a situation in which the 
MSF medical staff is held to be solely responsible for the recovery of the child. In a sense this can be 
understood as a defence mechanism of the mothers, as many of the women have only limited 
opportunities to influence the quantity and quality of food they can provide for their children.  
In the ITFC this leads to a problem of defaulting once the treatment with pharmaceutical drugs ends 
and ´only´ therapeutic feeding is provided. To address this issue the MSF medical staff will need to be 
careful with the narrative of malnutrition as a disease. Education on child nutrition and on the 
relationship between food and child sickness needs to be increased.   
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Concluding remarks 
This report has been a journey into the Dinka culture, a window into the everyday realities of the 
people we meet daily in our clinical settings, but of whom we often only perceive their medical need 
from a one way perspective. Not because of disinterest, but because of a sheer lack of time and 
limitations in the possibility to communicate with people. As this report focussed on Dinka health 
perceptions and health seeking behaviour, it necessarily also shows the interaction between this 
Dinka population and the MSF health care services and the medical staff in the Agok hospital setting. 
It shows how patients and caregivers perceive MSF health care services, it shows their expectations of 
this care and the ways in which they try, and often manage, to integrate MSF health care in their 
traditional health understandings and health seeking behaviour. It also shows frustrations and 
misunderstandings both from the side of the patients as well as from the side of MSF medical staff. 
From the research it has become clear that even when cultural issues can play a role in the way 
people make their treatment decisions, decisions and choices are never solely based on such cultural 
beliefs.  In each health seeking situation, a large diversity of factors will play a role. Cultural issues can 
be (and should be) taken into account to make health care more acceptable and appropriate in the 
context in which it is provided. However, it is important to realise that these cultural issues are not 
static and it is always surprising how people can manage to accept and adapt to new situations. 
Especially when it concerns health issue, people will usually try everything available to them to regain 
their health or the health of their loved ones. It is up to the medical staff to make sure that the 
experiences people make in these new health care settings are positive and that care is provided in a 
way that people can understand and accept.  
I hope that this report provides a good foundation and to understand Dinka traditional (health) 
concepts and plenty of inspiration to use them this understanding to move the MSF health project in 
Agok some steps forward. 
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